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PREFACE. 


This,  the  nineteenth  vohune  of  the  Society's  Transactions,  con- 
tains a  record  of  its  proceedings  during  the  Session  1893-94. 

In  it,  as  in  former  vohitnes,  the  views  brought  forward  in  tlie 
papers  are  to  be  considered  as  tliose  of  the  writers  themselves, 
and  not  as  tliose  of  the  Society  as  a  body. 

October  1894. 
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*  Previous  to  1861  the  office  of  Treasurer  was  conjoined  with  that  of  Senior  Secretary. 
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Charles  H.  Thatcher,  F.R.C.S.  Ed.,  8  Melville  Crescent.          .  1876 

John  Brown  Buist,  M.D.,  F.R.C.P.  Ed.,  1  Clifton  Terrace,     .  1877 
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Frederick  le  Maitre  Grassett,  M.B.,  F.R.C.S.  Ed.,  Toronto,     .  1877 

George  Herbert  Bentley,  L.K.C.P.  &  S.Ed.,  Kirkliston,  .  1877 

50  Andrew  Douglas  Ramsay  Thomson,  F.  R.C.  P.  Ed.,  Musselburgh,  1877 

James  Stitt  Thomson,  F.R.  C.P.Ed.,  Dalkeith,  .  .  1877 

John  Archibald,  M.D.,  F.R.C.S.  Ed.,  2  The  Avenue,  Becken- 

hani,  Kent,  .  .  .  .       •      .  .  .  1877 

***David  Berry  Hart,  M.D.,  F.R.C.P.  Ed.,  29  Charlotte  Square,  1877 

James  Murphy,  M.D.,  M.Ch.,  Holly  House,  Sunderland,        .  1877 

55  Andrew  Balfour,  M.D.,  CM.,  Portobello,         .  .  .  1877 

David  Menzies,  M.B.,  F.R.C.S.  Ed.,  20  Rutland  Square,  .  1877 

**JamesFoulis,  M.D.,  F.R.C.P.  Ed.,  34  Heriot  Row,      .  .  1878 

Donald  Rodfriek  Morrison  Murrav,  M.B.,  CM.,  41  Albany 

Street,  Leith,  .  .       '       .  .  .  .  1878 

Robert  Spence,  M.B.,  CM.,  Burntisland,         .  .  .  1878 

60  George  Mackay,  M.B.,  F.R.C.S.  Ed.,  Lochrin  House,  .  1878 

James  Henry  Croudace,  L.R.CP.  &  S.Ed.,  Stafford,  .  .  1878 

Robert  Bell,  M.D.,  F.F.P.  &  S.  Glasg.,  29  Lynedoch  Street, 

Glasgow,        .  .  ,  .  .  .  .  1878 

Alexander  Disney  Leith  Napier,  M.D.,  M.R.CP.L.,  67  Gros- 

venor  Street,  Grosvenor  Square,  London,  W.,  .  .  1878 

John  M' Watt,  M.B.,  CM.,  Morelands,  Duns,  .  .  1879 

65  William  Nicol  Elder,  L.R.CP.  &  S.  Ed.,  6  Torphichen  Street,  1879 

Richard  Freeland,  M.D.,  CM.,  Broxburn,        .  .  .  1879 

Henry  Hay,  M.B.,  CM.,  7  Brandon  Street,     .  .  .  1879 

Abraham  Wallace,  M.D.,  F.F.P.  &  S.  Glasg.,  64  Harley  Street, 

London,  W.,  .  .  .  .  .  .  1879 

John  Rogerson  Hamilton.  M.D.,  CM.,  Hawick,  .  .  1879 

70  Arthur  Oakes,  M.D.,  CM.,  Portarlingtou  Road,  Bournemouth,  1879 

L.  Lindsay  Rowland,  M.D.,  Salem,  Oregon,  U.S.A.,   .  .  1879 

George    Rothwell   Adam,  M. B.,  CM.,    Carlton  House,  East 

Melbourne,   .  .  .  .  .  .  .  1879 

Hamilton  Wylie,  M.B.,  CM.,  1  George  Place,  .  .  1879 

**Alexander  Hugh  Freeland  Barbour,   M.D.,  F.R.C.P.  Ed.,  4 

Charlotte  Square,      ......  1879 

75  James  Murray,  M.B.,  CM.,  1  Brandon  Street,  .  .  1879 

*Thomas  Duddingston  Wilson,  M.B.,  F.R.C.S. Ed.,  10  Newing- 

tou  Road,      .......  1879 

Andrew  James  Duncan,  M.D.,  L.R.C.S.  Ed.,  158  Nethergate, 

Dundee,        .......  1879 

John Glaister,  M.D.,  F.F.P.  &  S. Glasg.,  4GraftonPL,  Glasgow,  1879 
T.    Edgar  Underbill,    M.D.,   F.R.C.S.  Ed.,   Duuedin,   Barut 

Green,  .......  1879 

80           William  Swanstone  Spence  Reid,  M.B..  CM.,  Oakley,  Kirk- 
cudbright,       1880 

Robert  Milne  Murray,  M.B.,  F.R.C.P.  Ed.,  10  Hope  Street,    .  1880 
**William   Loudon  Reid,    M.D.,   F.F.P.  &  S.  Glasg.,    7   Royal 

Crescent,  Glasgow,  W.,         .             .             .             •             •  1880 
*James  Ritchie,  M.D.,  F.R.C.S.  Ed.,   F.R.C.P.  Ed.,  22  Char- 
lotte Square,              ......  1880 

William  Alexander  Finlay,  M.D.,   F.R.C.S.  Ed.,  St  Helen's, 

Russell  Place,  Trinity,  .....  1880 

85  John  Jojmor  Eraser,  F.R.C.S.  Ed.,  Hcssle,  East  Yorks,  .  1880 

James  More,  M.D.,  M.R.C.S.  Eng.,  Rothwell,  Kettering,         .  1880 

Thomas  Rennie  Scott,  M.D.,  CM.,  Musselburgh,        .  .  1880 

William  Badger,  M.B.,  CM.,  Penicuik,  .  .  .  1880 

Rus.sell  Elliot  Wood,  M.B.,  F.R.C.S.  Ed.,  9  Darnaway  Street,  1880 

90  Robert  Somerville,  M.D.,  F.R.C.S.  Ed.,  Galashiels,     .  .  1881 

*George  Hunter,  M.D.,  F.R.C.S.  Ed.,  F.R.C.P.  Ed.,  33  Palmer- 

ston  Place,    .....••  1881 

George  Hurst,  M.B.,  CM.,  96  Pitt  Street,  Sydney,  N.S.W.,  .  1881 
John  E.   Ranking,  M.D.,  F.R.C.P.L.,  M.  R.C.S.  Eng.,  Tun- 
bridge  Wells,            ......  1«81 
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*Arthur    Douglas    Webster,    M.D.,    F.R.C.P.  Ed.,    Belleville 

Lodge,  S.  Blacket  Place,      .....  1881 

95         Alexander  Black,  M.B.,  F.R.C.P.  Ed.,  13  Howe  Street,  .  1881 

John  Robertson,  M.R.,  CM.,  30  Lauriston  Place,         .  .  1881 

"William  Haig  Brodie,  M.D.,  CM.,  88  Oxford  Terrace,  Hyde 

Park,  London,  W.,  ......  1881 

James  Hewitson,  M.B.,  CM.,  Holmfield,  Reigate,       .  .  1881 

Samuel  Macvie,  M.B.,  CM.,  Chirnside,  .  .  .  1881 

100         James  Thomson,  M.D.,  CM.,  St  Heliers,  .Jersey,         .  .  1881 

John  Waugh,  M.D.,  CJiL,  36  Finsbury  Pavement^  London,  E.G.,  1881 

Hugh  Logan  Calder,  M.D.,  F.F.P.  &  S.  Glasg.,  GO  Leith  Walk,  1882 

Henry  Anderson  Peddie,  M.B.,  CM.,  24  Palmerston  Place,    .  1882 

James  Simpson,  M.D.,  F.R.CS.  Ed.,  Portobello,  .  .  1882 

105        Thomas   Fisher   Gilmour,    L.R.CP.  Ed.,    L.F.F.  &  S.  Glasg., 

Port  Ellen,  Islay,      ......  1882 

Andrew  Stark  Currie,  M.D.,  M.R.CS.  Eng.,  81  Queen's  Road, 

Finsbury  Park,  London,  N.,  ....  1882 

William  Black  Alexander,  L.F.P.  &  S.  Glasg.,  8  Blenheim  PI.,  1882 

Harry  George  Deverell,  M.D.,  CM.,  12  Windsor  Street,  .  1882 

George  Keppie  Paterson,  M.B.,  M.R.CP.  Ed.,  17  Forth  St.,  .  1882 

110         Herbert  R  Rendell,  M.B.,  CM.,  St  John's,  Newfoundland,  1882 

David  Smart,  M.B.,  CM.,  74  Hartington  Road,  Sefton  Park, 

Liverpool,     .......  1882 

F.    W.    Dyce   Fraser,    M.D.,    F.R.C.P.  Ed.,    Gorton   House, 

Lasswade,      .......  1883 

Robert  John  Collie,  M.D.,  CM.,  St  George's  Lodge,  Catford, 

London,  S.  E.,  .  .  .  .  .  .  1883 

David  Wm.  Leone  Ritchie,  M.B.,  CM.,  22  E.  Claremont  St.,  1883 

115       *Nathaniel  Thomas  Brewis,  M.  B.,  F.R.C.P.  Ed.,  23  Rutland  St.,  1883 
Thomas    Wyld    Pairman,    L.R.CP.  &  S.  Ed  ,    H.M.    Prison, 

Lyttelton,  New  Zealand,       .....  1883 

John'Wm.  Ballantyne,  M.D.,  F.R.C.P.  Ed.,  24  Melville  St., .  1883 
Thomas  Proudfoot,  M.B.,  F.R.C.P.  Ed.,  13  Lauriston  Place,  .  1884 
James  Craig  Balfour,  L.R.CP.  &  S.  Ed.,   Belford,  Northum- 
berland,        .......  1884 

120        John  William  Dunbar  Hooper,  L.R.CP.  &  S.  Ed.,  Melbourne, 

Australia,      .  .  .  .  .  .  .  1884 

W.  Fraser  Macdonald,  M.B.,  CM.,  Auchtermuchty,  .  .  1884 

William  Spence,  M.B.,  CM.,  Dollar,  ....  1884 

Alexander  Thorn,  M.D.,  CM.,  Crieff,  .  .  .  .  1884 

George  Hugh  Mackay,  M.B.,  CM.,  Elgin,       .  .  .  1884 

125        AVm.  Wright  Millard,  M.B.,  CM.,  3  George  Place,      .  ,  1884 

John  Mowat,  M.D.,  CM.,  1  Hope  Park  Terrace,  .  .  1884 

William    John    Beattie,     L.R.CP.  Ed.,    L.F.P.  &  S.  Glasg., 

Stockton-on-Tees,     ......  1884 

James  Lumsden  Bell,  M.B.,  CM.,  Driffield,  Yorkshire,           .  1884 
Thomas  Brown  Darling,  M.D.,  CM.,  13  Merchiston  Place,      .  1884 
130        Harry  Melville  Dunlop,  M.D.,  F.R.C.P.  Ed.,  20  Abercromby  PL,  1884 
*Robert  William  Felkin,  M.D.,  8  Alva  Street,   .             .             .  1884 
James  K.  King,  M.D.,  Watkins,  New  York,     .             .             .  1884 
William  Marshall,  L.R.CS.  Ed.,  Milnathort,   .             .             .  1884 
Wm.  Richardson,  M.D.,  F.R.CS.  Ed.,  Bath  Lodge,  Reading,  1884 
135         Fourness  Barriugton.  M.B.,  CM.,  18  Birchin  Lane,  London,  EC,  1884 
*FrancisWm.  NieolHaultain,  M  D.,  F.R.CP.Ed.,  17  RutlandSt,  1884 
.John  Struthers  Stewart,  L.R.CP.  &  S.  Ed.,  15  Merchiston  PL,  1884 
W.  G.  Angliu,  M.D.,  CM.,  Kingston,  Ontario,            .             .  1885 
Alexander  Campbell,  M.D.,  F.R.CS.  Ed.,   1  Clarendon  Ter- 
race, Dundee,            ......  1885 

140        Charles  Batten  Gracie,  L.R.CP.  Ed.,  M.R.C.S.  Eng.,  Links- 
view,  Burntisland,    ......  1885 

Frederick  Anastasius  Saunders,  F.R.CS.  Ed.,  L.R.CP.  Ed., 

Grahamstown,  South  Africa,  ....  1885 
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John  Smith,  M.D.,  M.R.C.S.  Eng..  Brycehall,  Kirkcaldy,      .  1885 

Allan  Cuthbeitson  Svm,  M.D.,  CM.,  144  Morningside  Koad,  1885 
Frederick  J.  Underhill,  F.K.C.S.  Ed.,  L.R.C.P.  Ed.,  Mission 

City,  British  Columbia,         .....  1883 

145        WiUiam  Gay  ton,  M.D.,  M.R.C.P.L.,  M.R.C.S.  Eng.,  Bartram 

Lodge,  Fleet  Road,  Hampstead,  London,  N.W.,     .             .  1885 

*  Alexander  Matthew,  F.R.C.S.  Ed.,  Corstorphine,          .             .  1885 
Thomas   Cargill  Nesham,  M.D.,  M.R.C.S.  Eng.,   12   Ellison 

Place,  Newcastle- on-Tyne,    .....  1885 

Brodie  Cruickshank,  M.D.,  CM.,  Nairn,          .             .            .  1885 
Alexander    Somerville    Camming,    M.D.,    F.R.C.P.  Ed.,    18 

Ainslie  Place,            ......  1885 

150         Kenneth  N.  Fenwick,  M.D.,  Kingston,  Canada,            .             .  1885 

Gustave  Michael,  M,B.,CM.,  188  Commercial  Road,  London,  E.,  1885 

James  Mills,  M.D.,  Janesville,  Wisconsin,  U.S.A.,      .             .  1885 

SelwynHale  Puckle,  M.B.,  CM.,  Bishop's  Castle,  Shropshire,  1885 

*James  Haig  Ferguson,  M.D.,  F.R.C.P.  Ed.,  M.R.C.S.  Eng., 

25  Rutland  Street,    ......  1885 

155        John  Edward  Gemmell,  M.B.,  CM.,  12  Rodney  St.,  Liverpool,  1885 

Robert  Stewart,  M.B.,  CM.,  42  George  SL[uare,            .             .  1885 
Surgeon-Captain  Robert  Charles  Macwatt,  M. B. ,  CM.,  15th 

Bengal  Cavalry,  Bombay,     .....  1885 

*E.  H.  Lawrence  Oliphant,  M.D.,  CM.,  18  Burnbank  Terrace, 

Glasgow,       .......  1885 

Andrew  Wallace  Walker,  L.R.C.P.  Ed.,  L.F.P.  &  S.  Glasg., 

24  Forth  Street,         ......  1886 

160         James  Hogarth  Pringle,  M.B.,  F.R.C.S.  Eng.,  256  Bath  Street, 

Glasgow,        .             .             .             .             .             .             .  1886 

Walter  Blake  Nisbet,  M.B.,  CM.,  Townsville,  N.  Queensland, 

Australia,      .......  1886 

Hugo  Macaulay  Hardcastle,    M.D.,   CM.,  Archbold  Lodge, 

Newcastle-on-Tyne,  ......  1886 

Robert  Swan  Aitchison,  M.B.,  F.R.C.P.  Ed.,  74  Great  King 

Street,           .......  1886 

Alfred  Aikman,  M.B.,  CM.,  Beverley  Road,  Hull,      .             .  1886 
165         John  Walton  Hamp,  L.F.P.  &  S.  Glasg.,  L.S.A.,  Penu  Road, 

AVolverhampton,       ......  1886 

John  Dickinson  Leigh,  M.B.,  CM.,  Brotton,  Yorkshire,         .  1886 
James    Auriol    Armitage,    M.D. ,    C.M.,    28   Waterloo   Road, 

Wolverhampton,        ......  1886 

WiUiam  Henry  Miller,  M.D.,  F.R.C.P.  Ed.,  6  West  Circus  PI.,  1886 

JohnM'Call,  L.R.C.P.  Ed.,  4  Leopold  Place,  .             .             .  1886 

170         Thomas  Wood,  M.B.,  CM.,  55  Ferry  Road,     .             .             .  1886 

F.  E.  Drumheller,  jVI.D.,  Sunbmv,  Pennsylvania,         .             .  1887 

F.  W.  D'Evelyn,  M.B.,  CM.,  219  Geary  Street,  San  Francisco,  1887 

Alexander  Forbes,  M.B.,  CM.,  Liberton,          .             .             .  1887 
Charles  Wicks,  L.R.C.P.  &  S.  Ed.,  South  View,  Fortune  Green, 

West  Hampstead,  London,  N.W.,  .             .             .             .  1887 

175         Hugh  M 'Galium,  L.R.C.P.  &  S.Ed.,  Pitlochry,            .            .  1887 
Nutting  Stuart  Eraser,  M.B.,  M.R.C.S.  Eng.,  St  John's,  New- 
foundland,   .....••  1887 

George  Franklin  Shiels,  M.D.,  F.R.C.S.  Ed. ,  229  Geary  Street, 

San  Francisco,           ......  1887 

Alexander  MacLachlau,M.B.,  CM.,  Beauly,  .             .             .  1887 
Augustus  Alexander  Matheson,  M.D.,  F.R.C.P.  Ed.,  41  George 

Square,           .......  1887 

ISO         Robert  Mackenzie,  M.D.,  CM.,  Napier  Villa,  xMerchiston,      .  1887 

yimon  Linton,  M.B  ,  CM.,  Grangemouth,        .             .             .  1887 
Henry  Spelman  Baumgartner,    M.B.,    M.R.C.S.  Eng.,  Saville 

Place,  Newcastle-on-Tvue,    .....  1887 

Thomas  Jackson  Thyne,  M.B.,  F.R.C.P.  Ed., 2  Dean  Terrace,  1887 

W.  Burns  Macdonald,  M.B.,  CM,  Dunbar,      .             .             .  1887 


XIV  LIST   OF   FELLOWS. 

Date  of 
Admission. 
185         Charles  William  J.    Chepmell,    M.D.,    L.R.C.P.  &  S.  Ed.,   87 

Buckinghaiii  Road,  Brighton,  ....  1887 

John  St  Clair  Boyd,  M.D.,  M.Ch.,  27  Victoria  Place,  Belfast,  1887 
Briton  Smallman  Robson,  M. B,,  CM.,   66   Brighton  Grove, 

Newcastle-on-Tyne,  ......  1887 

Ernest  T.  Roberton,   M.D.,   M.R.C.S.  Eng.,   Auckland,   New 

Zealand,         .......  1887 

*Samuel  Sloan,  M.D.,  F.F.P.  &  S.  Glasg.,  5  Somerset  PI. ,  Glasgow,  1887 
190        James  AVm.  Fox,  L.R.C.P.  &S.  Ed.,  68  Lupus  Street,  Pimlico, 

London,  S.W.,  ...'..  1887 

John  Fred.  Sturrock,  M.B.,  CM.,  Hornewood,  Broughty-Ferry,  1887 

Alexander  Primrose,  M.B.,  M.R.C.S.  Eng.,  Toronto,  Canada,  .  1887 

Arthur  Perigal,  M.D.,  M.R.C.S.  Eng.,  New  Barnet,  Herts,      .  1887 

James  Aitken  Clark,  M.B.,  CM.,  4  Cambridge  Street,  .  1887 

195         Edward  Carmichael,  M.D.,  M.R  C.P.  Ed.,  21  Abercromby  PL,  1887 
Percival  Humble  Watson,    M.R.C.S.  Eng,   L.R.C.P.  Ed.,   72 

Jesniond  Road,  Newcastle-on-Tyne,  .  .  .  1887 

Charles  Clark  Teacher,  M.B.,  CM.,  16  Newington  Road,         .  1887 

Robert  Inch,  M.B.,  CM.,  Gorebridge,  ....  1887 

Ellis  Thomas  Davies,  M.D.,  M.R.C.S.  Eng.,  97  Shaw  Street, 

Liverpool,     .......  1887 

200        Henrv  Alexis  Thomson,  M.D.,  F.R.C.S.  Ed.,  2  Coates  Crescent,  1887 

John'Orr,  M.B.,  CM.,  Innerleithen,     ....  1887 

George  Owen  Carr  Mackness,  M.D.,  CM.,  Fort  Street  House, 

Broughty-Ferry,        .  .  .  .  .  .  1887 

Francis   Joseph    Baildon,    M.B.,    CM.,    57    Hoghton   Street, 

Southport,     .......  1887 

Surgeon-Lt.  Ralph  H.  Maddox,  M.B.,  M.R.C.S.  Eng.,  I. M.S., 

Bombay,        .......  1887 

205         James  AVilliamson  Martin,  M.D.,  F.R.C.P.  Ed.,  23  Chesterton 

Road,  London,  W.,  .  .  -  .  .  .  1887 

James   Andrew   Blair,   M.B.,  CM.,   D.Sc,    Straiten  Manse, 

Maybole,       .......  1887 

John  Robert  Henry  Dubourg,  L.R.C.P.  &S.  Ed.,  120  Isling- 
ton, Liverpool,  ......  1887 

*John  Thomson,  M.D.,  F.R.C.P.  Ed.,  14  Coates  Crescent,         .  1887 

Tennent  Ronalds,  L.R.C.P.  &  S.  Ed.,  Killochan  Castle,  Girvan,  1887 

210         William  M'Creadie,  M.B.,  M.R.CP.  Ed.,  164  Ferry  Road,       .  1887 

Robert  Kirk,  M.D.,  F.R.C.S.  Ed.,  Bathgate,     .  .  .  1887 

William    Eraser  Wright,    M.B.,    CM.,    Bonnington   Mount, 

Bonnington  Terrace,  .  -  .  .  .  1887 

Alexander  Bruce,  M.D.,  F.R.C.P.  Ed.,  13  Alva  Street,  .  1887 

Richard  Joseph  Trestan,  L.R.C.P.  &  S.  Ed.,  Retford,  Notts,     .  1887 

215         Robert  Henry  Blaikie,  M.D.,  F.R.C.S.  Ed.,  42  Minto  Street,  .  1888 

James  Hutcheson,  M.D.,  F.R.C.S.  Ed.,  44  Moray  Place,  .  1888 

Farquhar  AV.  Matheson,  M.B.,  CM.,    ....  1888 

Jervis  Pareira,  M.D.,  Delegado  da  Saude,  Mozambique,  .  1888 

Christopher  Martin,   M.B.,  F.R.C.S.  Eng.,  35  George  Road, 

Edgbaston,  Birmingham,      .....  1888 

220        John  George  Havelock,  M.D.,  CM.,  Suunyside,  Montrose,      .  1888 

John  Pirie,  M.B.,  CM.,  10  Ardmillan  Terrace,  .  .  1888 

John    Gibson    Graham,    M.B.,    CM.,    5    Ashgi'ove    Terrace, 

Partickhill,  Glasgow,  .....  1888 

William   Augustus  Gibson,   L.R.C.P.  &  S.  Ed.,    3  Overstrand 

Mansions,  Battersea  Park,  London,  S.W.,  .  ,  .  1888 

Robert  Adams  Brewis,  M.D.,  CM.,  Waratah,  Tasmania,         ,  1888 

225         John  Allison,  M.B.,  CM.,  Kettering,  Northampton,  .  .  1888 

Surgeon-Captain  Charles  H.   Bedford,  M.D.,    M.R.C.S.  Eng., 

Bengal  Army.  Bombay,         .....  1888 

Archibald  Cowan  Guthrie,  M.B.,  CM.,  134  Newhaven  Road, .  1888 

John  Cunninghame,  M.B.,  CM.,  Port  Chalmers,  New  Zealand,  1888 

Samuel  Beattie,  M.B.,  CM.,  Pitlochry,  .  .  .  1888 
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230         Professor  James  Chalmers  Cameron,  M.D.,  941  Dorchester  St. 

Montreal,      .......  1888 

Archibald  Home  Douglas,  M.B.,  F.  R.  C.  P.  Ed, ,  4  Palmerston 

Albert  Edward  Morison,  M.B.,"  F.R.C.'s.  Ed.,  M.R.C.S  Eng.', 

Brougham  Terrace,  Hartlepool,         ....  1888 

George  H.  Temple,  i\LB.,  CM.,  Eccles,  Manchester,    .             .  1888 

Norman  L.  Boxill,  M.B.,  CM.,  Buttalls,  St  George,  Barbados,  1888 

235         Khumar  B.  Narayan,  L.R.CP.  &  S.  Ed.,  Cooch,  Behar,  India,  1888 

John  Hunter  Helm,  M.B.,  CM.,  Ratho,            .             .             .  1888 

William  Lundie,  M.D.,  CM.,  3  Glengyle  Terrace,        .             .  1888 

Joseph  Thorn  Tennant,  M.B.,  CM.,  Bathgate,              .             .  1888 
George  Scott  MacGregor,   il.B.,  CM.,  2  Burnbank  Terrace, 

Glasgow,        .             .             .             .             .             .             .  1888 

240         William  Sneddon,  M.B.,  CM.,  Cupar- Fife,       .             .             .  1888 
Thomas  Watts  Eden,  M.B.,  CM.,  21  Bentinck  Street,  Caven- 
dish Square,  London,  W.,    .             .             .             .             ,  1888 

William  Fordyce,  M.D.,  CM.,  6  Clifton  Ten-ace,         .             .  1888 
Andrew    Fleming    Wood,    M.B.,    L.R.CS.  Ed.,    City   Fever 

Hospital,       .             .             .             .             .             .             .  1889 

Charles  E.  Harvey,  M.B.,  M.R.C.S.  Eng.,  Sav-la-Mar,  Jamaica,  1889 

245         Alex.  Lang  MuiTay,  L.R.CP.  &  S.  Ed.,  18  Duddingston  Park,  1889 

George  Pin-ie  Boddie,  M.B.,  CM.,  147  Brunt.stield  Place,         .  1889 

James  F.  W.  Ross,  M.D.,  Toronto,  Canada,      .             .             .  1889 
J.   Stuart  Nairne,   F.R.C.S.  Ed.,  F.F.P.  &  S.  Glasg.,  197  Pitt 

Street,  Glasgow,        .             .             .             .             .             .  1889 

John  David  AVilliams,  M.D.,  CM.,  20  Windsor  Place,  Cardiff,  1889 

250         James  Fox,  M.B.,  JLR.C.S.  Eng.,  Croston,  near  Preston,         .  1889 

S.  M'Murtrv,  M  D.,  Louisville,  Kentucky,  U.S.A.,     .             .  1889 

Hugh  Jamie.son,  M.D.,  CM.,  13  Lauriston  Place,         .             .  1889 

Joseph  Price,  M.D.,  Philadelphia,  U.S.A.,         .             .             .  1889 
Thomas  Wm.  Nassau  Greene,  L.R.CP.  Ed.,  L.R.CS.L,   127 

Labola,  Monte  Video,            .             .             .             .             .  1889 

255        John   Clarence   Webster,    M.D.,   F.R.C.P.  Ed.,   20   Charlotte 

Square,            .             .             .             .             .             .             .  1889 

William  George  Aitchison  Robertson,  M.D.,  F.R.C.P.  Ed.,  26 

Minto  Street,              .             .             .             .             .             .  1889 

John  Edward  Sang,  L.R.CP.  &  S.  Ed.,  Bedford  Hill,  Balham, 

London,  S.W.,           ......  1889 

William  Basil  Orr,  M.D.,  CM.,  13  Braid  Road,            .             .  1889 
Frederick  Mann,  M.B.,  CM.,  Old  Square,  Ashton-on-Lyne,    .  1889 
260         Edward  Farr  Armour,  M.B.,  CM.,  149  Bruntsfield  Place,        .  1889 
Wm.  C  Little,  M.D.,  Warracknabeal,  Victoria,  Australia,      .  1889 
George  Wilkin.son,  M.B.,  CM.,  109  Park  Road,  Liverpool,      .  1889 
James  Lackie,  M.D.,  CM.,  14  Hope  Street,      .             .             .  1889 
James  Wilson,  M.B.,  CM.,  53  Inverleith  Row,             .             .  1889 
265         Alexander  John  Keiller,  L.R.CP.  &  S.  Ed.,  54  Northumber- 
land Street,  1889 

Archibald  Maclean,  M.D.,  CM.,  Springside,  Kilmarnock,        .  1890 

T             W             Lyle,  M.B.,  CM.,  50  Grange  Road,            .  1890 
Thomas   Dobson   Poole,   M.D.,    CM.,    St  Anne's-on-the-Sea, 

Lanca.shire,  .......  1890 

Walter  Scott  Gib.son,  MB.,  CM.,          ....  1890 

270         James    Fitz-Gerald,    M.B.,    CM.,    Kaitangata,    Otago,    New 

Zealand 1890 

Charles   Newberry   Cobbett,    M.D.,    CM.,    45   Rosslyn  Hill, 

Hampstead,  London,  N.W.,              ....  1890 

Alexander  William  Gordon  Price,  M.B.,  CM.,  9  Grange  Rd.,  1890 
HughShapter  Robinson,  M.R  CS.  Eng.,  L  R.C.P.  Ed.,  Talfourd 

Road,  Camberwell,  London,  S.E.,     ....  1890 

H.  M'Ewen,  M.D.,  Ontario,  Canada,     ....  1890 

275         George  Matheson  Cullen,  M.D.,  CM.,  48  Lauriston  Place,       .  1890 


XVI  LIST   OF   FELLOWS. 

Date  of 
Admission. 
Frederick   Albert  Lawton  Lockliart,   M.B.,  CM.,   Montreal, 

Canada,         .  .  .  .  .  .  .  1890 

Edmund  Frederick  Tanney  Price,  M.B.,  CM.,  1  Middleby  St.,  1890 

George  Lovell  Gulland,  M.D.,  F.R.CP.  Ed.,  6  Alva  Street,     .  1890 
Ernest   Theopliilus   Roberts,    M.B.,   CM.,  85  Skipton  Road, 

Keighley,      .......  1890 

280        Owen  Foulkes  Evans,  M.D.,  CM.,  79  Miilgrove  St.,  Liverpool,  1890 
James  Duncan  Farquharson,  M.B.,  CM.,  242  Westgate  Road, 

Newcastle-on-Tyne,  ......  1890 

William  Smith,  L.R.CP.  &  S.  Ed.,  14  Hartington  Gardens,    .  1890 
Harvey  Littlejohn,   M.B.,   F.R.CS.  Ed.,   13  Victoria  Road, 

Sheffield,       .......  1890 

Carstairs  Gumming  Douglas,  M.  B. ,  C  M. ,  Skelmorlie,  Ayrshire,  1 890 
285        Robert  Wise,    M.D.,    C.M.,    5   Weston   Park,   Crouch   End, 

London,  N.,  .  .  .  .  .  .  1890 

William  Russell,  M.D.,  F.R.CP.  Ed.,  46  Albany  Street,         .  1890 

William  Paterson,  M.B.,  CM.,  ....  1890 

Alexander  Scott  Duncan,  M.B.,  CM.,  P.  &  0.  ss.  "Ganges," 

London,         .......  1890 

Prof.  William  Keiller,  F.R.CS.  Ed.,  Galveston,  Texas,  U.S.A.,  1890 

290         A  P  Chown,  M.D.,  Kingston,  Canada,        .  .  15 

Michael  Dewar,  M.D.,  CM.,  24  Lauriston  Place,  .  .  1891 

Gains  T.  Smith,  M.D.,  Moncton,  New  Brunswick,       .  .  1891 

John  Hugh  Alexander  Laing,  M.B.,  CM.,  11  Melville  Street,  1891 

Robert  Thin,  M.B.,  F.R.CP.  Ed.,  38  Albany  Street,  .  .  189] 

295         Charles  Edward  Lester,  L.R.CP.  &  S.  Ed.,  Mudgee,  N.S.  W., 

Austi'alia,      .......  189] 

Thomas  Lawson,  M.B.,  CM.,  16  Dean  Terrace,  .  .  189] 

Alexander  H.  Vassie,  M.B.,  CM.,  Kirkcaldy,  .  .  189] 

James  Harvey,  M.  H.,  CM.,  1  Leopold  Place,  .  .  .  189] 

Alexander  Henderson,  M.B.,  CM.,  17  Fettes  Row,      .  .  189] 

300         James  Smith,  M.B.,  CM.,  1  Parsonsgi-een  Terrace,      .  .  189] 

C  Carty  Salmon,  L.R.CP.  &  S.  Ed.,  "  Newells,"  Toorak  Road, 

South  Yarra,  Melbourne,  Australia,  .  .  .  1891 

Geo.  Balfour  Marshall,  M.D.,  CM.,'ll  Woodside  Cres.,  Glasgow,  1891 
Edward  Henry  Alexander,    M.B.,'   M.R.CS.  Eng.,    Dunedin, 

New  Zealand,  .  .  .  .  .  .  1891 

William  Booth,  F.R.CS.  Ed.,  2  Minto  Street,  .  .  .  189] 

305         Harry  St  Clair  Gray,  M.D.,  CM.,  15  Newton  Ter.,  Glasgow,  U 

Richard  T.  Yoe,  M'.D.,  Louisville,  Kentucky,  U.S.A.,  .  189] 

Alexander  Bruce  Giles,  M.B.,  CM.,  1  Kew  Terrace,     .  .  189] 

James  Y.  Simpson  Young,  M.B.,  CM.,  14  Ainslie  Place,        .  189] 
Alexander  Charles  Harkness,  L.R.CP.  &  S.  Ed.,  Willough- 

bridge.  Market  Drayton,  Salop,        ....  189] 
310        Alexander  Jacobus  van  Niekerk,  M.B.,  CM.,  Johannesburg, 

South  Africa,  ......  189] 

Hamilton   G.    Langwill,    M.B.,    M.R.CP.  Ed.,    49   Charlotte 

Street,  Leith,  ......  189] 

Herbert  Ernest  Lee,  M.B.,  CM.,  Gumedah,  N.S.W.,  Australia,  1891 
Charles    Martin,    M.S.,   CM.,    35  George   Road,    Edgbaston, 

Birmingham,  ......  1892 

Wm.  Murray  Cairns,  M.B.,  CM,,  Taiwanfoo,  Formosa,  China,  1892 
315         Robert  Dundas  Helm,  M.D.,  CM.,  3  Alfred  Street  North, 

Portland  Square,  Carlisle,     .....  1892 

William  Wood,  M.B.,  CM.,  19  Roxburgh  Street,        .  .  1892 

James  Thomas  Moore  Giffen,   F.R.CS.  Ed.,   133  Boughton, 

Chester,         .......  1892 

John  Alex.  Robertson,  M.B.,  CM.,  Whitsome,  Chirnside,      .  1892 

Frank  Dendle,  M.B.,  CM.,  Lochgelly,  Fife,    .  .  .  1892 

320        Julius  Henry  Beilby,  M.B.,  CM.,  10  Clarendon  Crescent,       .  1892 
Frederick  Thomas    Anderson,    L.R.CP.    &    S.  Ed.,    Stanford, 

Lipbook,  Hants,        .  .  .  .  .  .  1892 


LIST   OF   FELLOWS. 


J.  Gordon  Smith,  L.R.C.P.  &  S.  Ed.,  Falmouth,  Jamaica, 

Simson  Carstairs  Fowler,  M.  B.,  CM.,  Juniper  Green, 

Hugh  Ernest  Fraser,  M.B.,  CM.,  63  Church  Street,  Inverness, 

325        John  Alexander  Campbell  Kynoch,  M.B.,  CM.,  30  Spring' 

field,  Dundee,  ...... 

Alexander  Brown  Ritchie,  M.B.,  CM.,  Hulme,  Manchester, 
Walter  John  Shaw,  M.B.,  C.JL,  Innerleithen, 
Robert  Stirling,  M.D.,  CM.,  4  Athole  Place,  Perth,    . 
William  Henry  Vickery,  F.R.C.S.  Eng.,  L.R.CP.L.,  52  Els 

wick  Road,  Newcastle-on-Tyne, 
330         George  Foggin,    L.R.C.P.  &  S.  Ed.,    63  Westmorland  Road 

Newcastle-on-Tyne, ..... 
William  Ramsay  Smith,  M.B.,  CM.,  Plas  Newydd,  Rhvl. 
James  Cecil  Palmer,  M.B.,  F.R.C.S.  Ed.,         .  .' 

A.  Watson  Munro,  M.D.,  Sydney,  Australia,   . 
Charles  Frederick  Ponder,  M. B.,  CM.,  Guild  Mission  House 

Kalimpong,  Darjeeling,  India, 
335        John  Tod,  M.B.,  CM.,  93  Ferry  Road, 

Richard  J.  Erskine  Young,  M.D.,  CM.,  14  Ain.slie  Place, 
George  Thomas  Cooke  Adams,  L.R.C.P.  &  S.  Ed.,  Alphington 

near  Melbourne,  Australia,  .... 
George  Henry  Walter  Smith,  M.D.,  CM.,  Blenheim,  Padding 

ton,  Sydney,  Australia,         .... 
John  Lawson  Uick,  M.B.,  CM., 
340         Charles  Croomhall  Easterbrook,  M.B.,  CM.,  Royal  Infirmary 
Walter  Petrie-Simpson,  M.B.,  CM.,  29  Lauder  Road, 
James   Ernest    Moorhouse,    M. B.,    CM.,    1    Windsor   Place, 

Stirling,        ...... 

Alfred  James  Anderson  Peters,  L.R.C.P.  &  S.Ed.,  97  Keptie 

Street,  Arbroath,      ..... 
D  W  Johnston,  F.R.C.S.  Ed.,  P.O.  Box  2022 

Johannesburg,  South  Africa, 
345        David  George  Davidson,  M.B.,  CM.,  18  Granville  Terrace, 
Robert  M'Dowall  Brown,  M.B.,  CM., 
Allen  Thomson  Sloan,  M.D.,  CM.,  22  Forth  Sti-eet,  . 
Robert  Balfour  Graham,  F.R.C.S.  Ed.,  Leven,  Fife,    . 
Albert  Frederick  Rosa,  M.B.,  CM.,  20  Duudonald  Street, 
350        George   Benjamin  Mitchell,   M.B.,   CM.,   1   Skinner  Street 

Whitby,        ...... 

Isaac  Wood,  M.D.,  Kingston,  Ontario,  Canada, 

Andrew  Walker,  M.B.,  CM.,  8  Hope  Street,  . 

H  Robins,  M.D.,  Sav-la-Mar,  Jamaica, 

F  L  Burdon,  M.D.,  New  Baltimore,  Michigan 

U.S.A., 

355        L  J  Schofield,  M.D.,  Warrcsburg,  Mo.,  U.S.A. 

David  Milligan,  M.B.,  CM.,  11  Palmerston  Place,      . 
John  Howard-Jones,  M.B.,  CM.,  D.Sc,  Dowlais,  Glamorgan 

shire,  ...... 

George  Morton  Wilcocksou,  L.R.C.P.  &  S.  Ed.,  183  South 

ampton  Street,  Reading,       .  .  .  • 

Albert  Franklin  M'Vety,  M.D.,  M.R.C.S.  Eng.,  Toledo,  Ohio 
360         John  Macrae,  M.D.,  CM.,  Lynwood,  Murraj'field, 

Ernest  Switzer  Forde,  L.R.C.P.  &  S.  Ed.,  Gorebridge, 
George  Wade,  M.D.,  CM.,  Melrose,     . 
Philip  Grierson  Borrowman,  M.B.,  CM.,  Elie,  Fife,   . 
Thomas  Finlayson  Macdouald,  M.B.,  CM.,  9  Palmerston  PI. 
365         John   Liddell,    M.D.,   CM.,  North  View,    Victoria  Avenue 

Harrogate,  ....••• 
W.  Herbert  Gregory,  M.B.,  North  Bar  Street,  Beverley,  Yorks 
E  Coleman  Moore,  M.B.,  CM.,  2  Coates  Place, 

Cuthbert  Chri.sty,  M.B.,   CM.,  London  Road,   Hamptou-on 

Thames,        ...••■ 
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1892 

1892 
1892 
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1893 
1893 
1893 
1893 
1893 
1893 
1893 

1893 
1893 
1893 

1893 
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Robert    Hutcliison,    M.B.,    CM.,    Royal   Hospital   for   Sick 

Children,       ....... 

370         James  Gibson  Cattanach,  M,B.,  CM.,  3  Alvanley  Terrace,      . 
George  Elder,  M.B.,  CM.,  Sick  Children's  Hospital,  . 
Alexander  Maitland  Easterbrook,  M.B.,  CM.,  Royal  Infirmary, 
W         H  M'Kinlay,  M.D.,  137  West  26th  St.,  New  York, 

Robert   William   Roberts,   L.R.C.P.   &  S.Ed.,  Bryn  Hafren 

House,  Newton,  Mont.,        .... 
375        Claude  B.  Ker,  M.B.,  CM.,  4  Howard  Place,  . 

John  Malcolm  Farqnharson,  M.B.,  CM.,  35  Gilmore  PI., 
Charles  Alexander  Butchart,  M.B.,  CM.,  26  Leith  Walk, 
Frederick  Maurice  Graham,  L.R.C.P.  &  S.  Ed.,  Medical  Mission 

Dispensary,  Cowgate,  .... 

Robert  Hoggan,  M.B.,  CM.,  3  Montebello,  Joppa,      . 

380         James  Livingstone  Thompson,  M.B.,  CM.,  Australasian  Club, 

George  Stevenson  Shirt  Hirst,  M. B.,  CM.,  Ranelagh,  Willis 

Road,  Cambridge,     ..... 
John  Stevens,  M.D.,  M.R.C.P.  Ed.,  3  Shandon  Crescent, 
Charles  Isodon  Bodon,  M.D.,    .... 
Hugh  Lewis  Hughes,  L.R.C.P.  &  S.  Ed.,  Gwerullwyn  House, 

Dowlais,  Glamorganshire,     .... 
Sylvanus    Glanville   Morris,    M.B.,    CM.,    12   Gore  Terrace 

Swansea,        ...... 

386        Georges  P.  Coromilas,  M.D.,  Calamata,  Greece, 


Date  of 
Admission. 

1893 
1893 
1893 
1893 
1893 

1894 
1894 
1894 
1894 

1894 
1894 
1894 

1894 
1894 
1894 

1894 

1894 
1894 


10 


15 


20 


25 


ORDINARY    FELLOWS. 

ARRANGED     ALPHABETICALLY. 

(a.)   LIFE   MEMBERS. 

Barbour,  Dr  A.  H.  Freeland,  4  Charlotte  Square,          .             .  1879 

Craig,  Dr  William,  71  Bruntsfield  Place,           .             .             .  1870 
Ponder,   Dr  Charles   F.,   Guild  Mission  House,   Kalimpong, 

Darjeeling,  India,     ......  1892 

Ross,  Dr  James  F.  W.,  481  Sherbourne  Street,  Toronto,  Canada,  1889 

Simpson,  Professor  A.  R.,  52  Queen  Street,      .             .             .  1858 

(b.)    ANNUAL  SUBSCRIBERS. 

Adam,  Dr  George  Rothwell,  Carlton  House,  Hotham  Street, 

East  Melbourne,  Australia,  .....  1879 
Adams,  Dr  George  T.  Cooke,  Heidelberg  Road,  Alphingtou, 

near  Melbourne,  Victoria   Australia,              .             .             .  1892 

Affleck,  Dr  J.  0.,  38  Heriot  Row,          .             .             .             .  1869 

Aikman,  Dr  Alfred,  The  Elms,  Beverley  Road,  Hull,   .             .  1886 

Aitchison,  Dr  R.   S.,  74  Great  King  Street,  .             .             .  1886 

Alexander,  Dr  E.  H.,  Albert  Street,  Dunedin,  New  Zealand,  .  1891 

Alexander,  Dr  W.  B.,  8  Blenheim  Place,         .             .             .  1882 

Allison,  Dr  J.,  Fuller  House,  Kettering,  Northampton,             .  1888 

Anderson,  Dr  Fred.  T.,  Stanford,  Headley,  Hants,       .             .  1892 

Andrew,  Dr  James,  2  Atholl  Crescent, ....  1868 

Anglin,  Dr  W.  G.,  52  Earl  Street,  Kingston,  Ontario,              .  1885 

Archibald,  Dr  J.,  2  The  Avenue,  Beckenliam,  Kent,   .             .  1877 

Armitage,  Dr  J.  A.,  28  Waterloo  Road  South,  Wolverhampton,  1886 

Armour,  Dr  E.  F.,  149  Bruntsfield  Place,          .             .              .  1889 

Badger,  DrW.,  Penicuik,          .....  1880 

Baildon,  Dr  F.  J.,  57  Hoghton  Street,  Southport,       .             .  1887 

Balfour,  Dr  Andrew,  12  Abercorn  Terrace,  Portobello,             .  1877 

Balfour,  Dr  G.  W.,  17  Walker  Street,  .             .             .             .  1347 

Balfour,  Dr  J.  Craig,  West  Street,  Belford,  Northumberland,  .  1884 

Balfour,  Dr  T.  A.  G.,  51  George  Square,           .             .             .  1855 


ALPHABETICAL   LIST    OF   FELLOWS. 
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Ballantyne,  Dr  A.,  Dalkeith,     .... 

Ballantyne,  Dr  J.  AV.,  24  Melville  Street, 

BaiTington,  Dr  Fonrness,  care  of  Commercial  Banking  Com 
pany  of  Sydney,  18  Birchin  Lane,  London,  E.C.,     . 

Baumgartner,  Dr  H.  S.,  Saville  Place,  Newcastle-on-Tyne, 
30         Beattie,  Dr  Samuel,  Pitlochry,  .... 

Beatty,  Dr  W.  J.,  Stockton-on-Tees,     ... 

Bedford,  Surgeon-Captain  Charles  H.,  M.D.,  D.Sc,  M.R.C.S 
Eng.,  H.M.  Indian  Medical  Service,  care  of  W.  Watson  > 
Co.,  28  Apollo  Street,  Bombay, 

Beilby,  Dr  Julius  H.,  10  Clarendon  Crescent,  . 

Bell,  Dr  James  L.,  Driffield,  Yorkshire, 
35         Bell,  Dr  Robert,  29  Lynedoch  Street,  Glasgo-sv,  W. ,     . 

Bentley,  Dr  G.  H. ,  Kirkliston,  .... 

Black,  Dr  Alexander,  13  Howe  Street, 

Black,  Dr  J.  Watt,  15  Clarges  Street,  Piccadilly,  London,  W, 

Blaikie,  Dr  R.  H.,  42  Minto  Street,      . 
40         Blair,  Dr  J.  A.,  Straiton  Manse,  Maybole, 

Bleloch,  Dr  A.,  2  Lonsdale  Terrace, 

Boddie,  Dr  G.  P.,  147  Bruntsfield  Place, 

Bodon,  Dr  C.  L,  39  Oakley  Sq.,  Regent's  Park,  London,  N.  W 

Booth,  Dr  William,  2  Minto  Street, 
45         Borrowman,  Dr  Philip  G.,  Elie,  Fife,    . 

Boxill,  Dr  N.  L.,  Buttalls,  St  George,  Barbados, 

Boyd,  Dr  J.  St  Clair,  27  Victoria  Place,  Belfast, 

Brewis,  Dr  N.  T.,  23  Rutland  Street,    . 

Brewis,  Dr  E.  A.,  Waratah,  Tasmania, 
50         Brodie,  Dr  W.  Haig,  88  Oxford  Ter.,  Hyde  Park,  London,  W  . 

Brown,  Dr  R.  M.  Brown,  care  of  Mr  M'Dowell,  56  George  Sti'eet, 

Bruce,  Dr  Alexander,  13  Alva  Street,    . 

Buist,  Dr  J.  W.,  1  Clifton  Terrace, 

Burdon,  Dr  F.  L.,  New  Baltimore,  Michigan,  U.S.A., 
55         Butchart,  Dr  C.  A.,  26  Leith  AValk,     . 

Cairns,  Dr  W.  Murray,  E.P.  Mission,  Taiwanfoo,  Formosa,  China 

Calder,  Dr  H.  L.,  60  Leith  Walk, 

Cameron,  Prof.  James  C,  M.D.,  941  Dorchester  St.,  Montreal 

Campbell,  Dr  Alexander,  1  Clarendon  Terrace,  Dundee, 
60         Cappie,  Dr  James,  37  Lauriston  Place, 

Carmichael,  Dr  Edward,  21  Abercromby  Place, 

Carmichael,  Dr  James,  22  Northumberland  Street, 

Cattanach,  Dr  J.  G.,  3  Alvanley  Terrace, 

Chepmell,  Dr  Charles,  87  Buckingham  Road,  Brighton, 
65         Chown,  Dr  A.  P.,  255  Brock  Street,  Kingston,  Canada, 

Christy,  Dr  Cuthbert,  London  Road,  Hampton-on-Thames, 

Church,  Dr  H.  M.,  36  George  Square,  . 

Clark,  Dr  J.  A.,  4  Cambridge  Street, 

Cobbett,  Dr  C.   N.,   45  Rosslyn  Hill,  Hampstead,   London 

N.W 

70        Collie,  Dr  Robert  J.,  St  George's  Lodge,  Catford,  London,  S.  E. , 

Connel,  Dr  J.,  Peebles,  .... 

Coromilas,  Dr  Georges  P.,  Calamata,  Greece,    . 

Cox,  Dr  Joshua  J.,  St  Ronan's,  Eccles,  Manchester,    . 

Croom,  Dr  J.  Halliday,  25  Charlotte  Square,     . 
75         Croudace,  Dr  J.  H.,  23  Marston  Road,  Staflbrd, 

Cruickshank,  Dr  B. ,  Nairn,       .... 

Cullen,  Dr  G.  M.,  48  Lauriston  Place, . 

Gumming,  Dr  A.  S.,  18  Ainslie  Place,  . 

Cunninghame,  Dr  John,  Port  Chalmers,  New  Zealand, 
80         Currie,  Dr  A.  S.,  81  Queen's  Road,  Finsbury  Park,  London,  N 

Darling,  Dr  T.  Brown,  13  Merchiston  Place,    . 

Davidson,  Dr  D.  G.,  18  Granville  Terrace, 

Davies,  Dr  E.  T.,  97  Shaw  Street,  Liverpool,  . 


Date  of 

Admission. 

1870 

1883 

1884 
1887 
1888 
1884 


1888 
1892 
1884 
1878 
1877 
1881 
1863 
1888 
1887 
1876 
1889 
1894 
1891 
1893 
1888 
1887 
1883 
1888 
1881 
1892 
1887 
1877 
1893 
1894 
1892 
1882 
1888 
1885 
1862 
1887 
1871 
1893 
1887 
1891 
1893 
1875 
1887 

1890 
1883 
1869 
1894 
1876 
1870 
1878 
1885 
1890 
1885 
1888 
1882 
1884 
1892 
1887 
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Dendle,  Dr  Frank,  Lochgelly,  Fife, 
85         D'Evelyn,  Dr  F.  W.,  219  Geary  Street,  San  Francisco, 

Deverell,  Dr  H.  C,  12  Windsor  Street, 

Dewar,  Dr  M.,  24  Lauriston  Place, 

Dick,  Dr  J.  L.,  61  Dairy  Road, 

Dickson,  Dr  George,  9  India  Street, 
90         Douglas,  Dr  A.  Home,  4  Palmerston  Place, 

Douglas,  Dr  Carstairs,  3  Eglinton  Place,  Skeliiiorlie,  Ayrshire, 

Drumheller,  Dr  F.  E.,  406  Market  St.,  Sunbury,  Pennsylvania, 

Dubourg,  Dr  J.  R.   H.,  120  Islington,  Liverpool, 

Duncan,  Dr  A.  J.,  Nethergate  House,  Nethergate,  Dundee, 
95        Duncan,  Dr  A.  S.,  P.  &  0.  s.s.  "Ganges,"  Royal  Albert  Dock, 
Loudon,         ...... 

Dunlop,  Dr  H.  M.,  20  Abercromby  Place, 

Dunsmure,  Dr  J.,  53  Queen  Street, 

Easterbrook,  Dr  A.  M.,  Royal  Infirmary, 

Easterbrook,  Dr  C.  C,  Royal  Infirmary, 
100         Eden,   Dr   T.   Watts,   21   Bentick  Street,    Cavendish  Square 
London,  W. ,  ..... 

Elder,  Dr  George,  Sick  Children's  Hospital, 

Elder,  Dr  W.  Nicol,  6  Torphichen  Street, 

Evans,  Dr  0.  F.,  79  Mulgrave  Street,  Liveri^ool, 

Farquliarson,  Dr  J.  D.,  242  AVestgate  Road,  Ne\vcastle-on-Tyne. 
105         Farquharson,  Dr  J.  M.,  35  Gihuore  Place, 

Felkin,  Dr  R.  W.,  8  Alva  Street, 

Fenwick,  Dr  Kenneth  N.,  141  King  Street  West,  Kingston 
Canada,  ...... 

Ferguson,  Dr  J.  Haig,  25  Rutland  Street, 

Finlay,  Dr  W.  A.,  St  Helen's,  Russell  Place,  Trinity,  . 
110         Fitz-Gerald,  Dr  James,  Kaitangata,  Otago,  New  Zealand, 

Foggin,  Dr  George,  63  Westmorland  Road,  Newcastle-on-Tyne 

Forbes,  Dr  A.,  Liberton, 

Forde,  Dr  E.  S.,  Gorebridge,     .  .  . 

Fordyce,  Dr  William,  6  Clifton  Terrace, 
115         Foulis,  Dr  James,  34  Heriot  Row, 

Fowler,  Dr  Simson  C. ,  Juniper  Green, 

Fox,  Dr  James,  Oak  House,  Croston,  near  Preston,  Lancashire 

Fox,  Dr  J.  W.,  68  Luijus  Street,  Pimlico,  London,  S.W., 

Eraser,  Dr  F.  W.  Dyce,  Gorton  House,  Lasswade, 
120         Eraser,  Dr  H.  E.,  63  Church  Street,  Inverness, 

Eraser,  Dr  J.  Joynor,  Hessle,  East  Yorks, 

Fraser,   Dr   Nutting   S.,  228   Duckworth   Street,    St  John's 
Newfoundland,  ..... 

Freeland,  Dr  Richard,  Broxburn,  ... 

Gayton,  Dr  William,  Bartram  Lodge,  Fleet  Road,  Hampstead 
London,  N.W.,  . 

125         Gemmell,  Dr  J.  E.,  12  Rodney  Street,  Liverpool, 

Gibson,  Dr  AV.  A.,  3  Overstrand  Mansions,  Battersea  Park 
London,  S.AV.,  ..... 

Gibson,  Dr  W.  Scott,     ..... 

Giffen,  Dr  J.  J.  M.,  133  Boughtou,  Chester,      . 

Giles,  Dr  A.  B. ,  1  Kew  Terrace, 
130         Gilmour,  Dr  T.  F.,  Port  Ellen,  Islay,    . 

Glaister,  Dr  John,  4  Grafton  Place,  Grafton  Square,  Glasgow 

Gracie,  Dr  C.  B.,  Buccleuch  Villa,  Burntisland, 

Graham,  Dr  F.  M.,  Medical  Mission  Dispensary,  Cowgate, 

Graham,  Dr  J.  Gibson,  5  Ashgrove  Ter.,  Partickhill,  Glasgow 
135         Graham,  Dr  R.  Balfour,  Leven,  Fife,     . 

Grasett,  Dr  F.  L. ,  208  Simcoe  Street,  Toronto,  Canada, 

Gray,  Dr  H.  St  Clair,  15  Newton  Terrace,  Glasgow,     . 

Greene,  Dr  J.  AV.  N.,  127  Zabala,  Monte  Video, 

Gregory,  Dr  AV.  H.,  North  Bar  Street,  Beverley,  Yorks, 
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liO        Gulland,  Dr  G.  L. ,  6  Alva  Street, 

Guthrie,  Dr  A.  Cowan,  Swanville,  134  Newhaven  Road, 

Hamilton,  Dr  J.  R. ,  Hamck,    .... 

Hamp,   Dr  .1.  Walton,  Peun  Road,  Wolverhampton,   . 

Hardcastle,  Dr  H.  M.,  Archbold  Lodge,  Neweastle-on-Tyne, 
145         Hardie,  Dr  Thomas,  10  John's  Place,  Leith, 

Harkness,  Dr  A.  C,  Willoughbridge,  Market  Drayton,  Salop, 

Hart,  Dr  D.  Berry,  29  Charlotte  Square, 

Harvey,  Dr  Charles  G.,  Kingswood,  Sav-la-Mar,  Jamaica,  W.I. 

Harvey,  Dr  James,  1  Leopold  Place,     . 
150        Haultain,  Dr  F.  W.  N.,  17  Rutland  Street,      . 

Havelock,  Dr  J.  G. ,  Sunnyside,  Montrose, 

Hay,  Dr  Henry,  7  Brandon  Street, 

Helm,  Dr  J.   H.,  Ratho,  .... 

Helm,  Dr  R.  Dundas,  3  Alfred  Street  N.,  Portland  Sq. ,  Carlisle, 
155         Henderson,  Dr  Alexander,  17  Fettes  Row, 

Henderson,  Dr  John,  7  John's  Place,  Leith, 

Hewetson,  Dr  J.,  Holmfield,  Reigate,  . 

Hirst,  Dr  George  S.  S.,  Ranelagh,  AVillis  Road,  Cambridge, 

Hoggan,  Dr  R.,  3  Montebello,  Joppa,    . 
160        Hooper,  Dr  J.  W.  D.,  Lying-in  Hospital,  Melbourne,  Australia, 

Howard- Jones,  Dr  J. ,  Dowlais,  Glamorganshire, 

Hughes,  Dr  H.  L.,  GweruUwyn  House,  Dowlais,  Glamorganshire, 

Hunter,  Dr  George,  33  Palmerston  Place, 

Hurst,  Dr  George,  Scott  Chambers,  96  Pitt  St.,  Sydney,  N.S.W. 
165         Husband,  Dr  William,  4  Royal  Circus, 

Hutcheson,  Dr  J.,  44  Moray  Place, 

Hutchison,  Dr  Robert,  Sick  Children's  Hospital, 

Hyslop,  Dr  J.  M'A.,  22  Palmerston  Place, 

Inch,  Dr  Robert,  Gorebridge,    .... 
170         Jamieson,  Dr  Hugh,  13  Lauriston  Place, 

Jamieson,  Dr  James,  43  George  Square, 

Johnston,   Dr  D.   W.,  P.O.   Box  2022,  Johannesburg,  South 
African  Republic,      ..... 

Johnston,  Dr  W.,  Stirling,         .... 

Keiller,  Dr  A.  J.,  54  Northumberland  Street,    . 
175         Keiller,  Prof.  Wm.,  Medical  College,  Galveston,  Texas,  U.S.A 

Ker,  Dr  C.  B.,  4  Howard  Place, 

King,   Dr   J.   K.,    The    Glen    Springs   Sanitorium,    AVatkius, 
New  York,  U.S.,      . 

Kirk,  Dr  Robert,  Bathgate,        .... 

Kynocli,  Dr  Campbell,  30  Springfield,  Dundee, 
180         Lackie,  Dr  James,  14  Hope  Street, 

Laing,  Dr  J.  H.  A.,  11  Melville  Street, 

Langwell,  Dr  H.  G.,  49  Charlotte  Street,  Leith, 

Lawson,  Dr  Thomas,  16  Dean  Terrace, 

Lee,  Dr  Herbert  E.,  Gunnedah,  N.S.W.,  Australia, 
185         Leigh,  Dr  J.  Dickinson,  The  White  House,  Brotton,  Yorkshire, 

Lester,  Dr  Charles  E.,  Mudgee,  N.S.W.,  Australia,     . 

Liddell,  Dr  J.,  North  View,  Victoria  Avenue,  Han-ogate, 

Linton,  Dr  John,  60  George  Square, 

Linton,  Dr  Simon,  Grangemouth, 
190         Little,  Dr  W.  C,  Warracknabeal,  Victoria,  Australia, 

Littlejohn,  Dr  Harvey,  13  Victoria  Road,  Sheffield, 

Lockhart,  Dr  F.  A.  L.,  59  Metcalfe  Street,  Montreal,  Canada, 

Lucas,  Dr  Robert,  Dalkeith,      .... 

Lundie,  Dr  William,  3  Glengyle  Terrace, 
195        Lyle,  Dr  F.  W.,  50  Grange  Road, 

M'Call,  Dr  John,  4  Leopold  Place, 

M'Callum,  Dr  H.,  Pitlochry,      .... 

M'Creadie,  Dr  William,  164  Ferry  Road, 

Macdonald,  Dr  T.  F.,  9  Palmerston  Place, 


Date  of 
Admission. 
1890 
1888 
1879 
1886 
1886 
1870 
1891 
1877 
1889 
1891 
1884 
1888 
1879 
1888 
1892 
1891 
1857 
1881 
1894 
1894 
1884 
1893 
1894 
1881 
1881 
1857 
1888 
1893 
1874 
1887 
1889 
1866 

1892 
1871 
1889 
1890 
1894 

1884 
1887 
1892 
1889 
1891 
1891 
1891 
1892 
1886 
1891 
1893 
1863 
1887 
1889 
1890 
1890 
1871 
1888 
1890 
1886 
1887 
1887 
1893 
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200        Macdonald,  Dr  W.  B.,  Dunbar, 

Macdonald,  Dr  W.  Fraser,  Auchtermuclity, 

M'Ewen,  l)r  Hugh,  Carleton  Place,  Ontario,  Canada,  . 

Macgregor,  Dr  G.  S.,  2  Burnbank  Terrace,  Glasgow,  . 

Mackay,  Dr  George,  2a  Gilmore  Place, 
205        Mackay,  Dr  G.  Hugh,  Elgin,     .... 

Mackenzie,  Dr  R..  Napier  Villa,  Merchiston,  . 

M'Kinlay,  Dr  W.  H.,  137  West  26th  Street,  New  York, 

MacLachlan,  Dr  A. ,  Beauly,      .... 

M'Lean,  Dr  Archibald,  Springside,  Kilmarnock, 
210        M'Murtry,  Dr  L.   S.,   231  West  Chesnut  Street,   Louisville, 
Kentucky,  U.S.A.,  . 

M'Nab,  Dr  John,  Obbe,  Harris,  Stornoway, 

Mackness,  Dr  G.  0.  G.,  Fort  Street  House,  Broughty-Ferry, 

Macrae,  Dr  John,  Lynwood,  Murray  field, 

M'Vety,  Dr  A.  Franklin,  235  12th  Bath  Street,  Toledo,  Ohio, 
215        Macvie,  Dr  S.,  Chirnside,  .... 

M'Watt,  Dr  John,  Morelands,  Duns,     . 

Macwatt,   Dr  R.   C.,    Indian   Medical  Service,    15th   Bengal 
Cavalry,  care  of  Messrs  King,  King,  &  Co.,  Bombay, 

Maddox,   Dr    Ralph    H.,    I. M.S.,    care    of    Messrs    William 
Watson  &  Co.,  28  Apollo  Street,  Bombay,  . 

Mann,  Dr  F.  W. ,  Old  Square,  Ashton-on-Lyne, 
220         Marshall,  Dr  G.  Balfour,  11  Woodside  Crescent,  Glasgow, 

Marshall,  Dr  AVilliam,  Milnathort, 

Martin,  Dr  Charles,  35  George  Road,  Edgbaston,  Birmingham, 

Martin,  Dr  Christopher,  35  George  Rd.,  Edgbaston,  Birmingham, 

Martin,  Dr  J.  W.,  33  Chesterton  Road,  London,  W.,  . 
225         Matheson,  Dr  A.  A.,  41  George  Square, 

Matheson,  Dr  F.  W.,  .  .  . 

Matthew,  Dr  Alexander,  Corstorphine, 

Menzies,  Dr  David,  20  Rutland  Square, 

Messer,  Dr  Fordyce,  Helensburgh,        .  .  .  . 

230         Michael,  Dr  Gustave,  188  Commercial  Road,  London,  E., 

Millard,  Dr  W.  AV.,  3  George  Place,       .  .  .  . 

Miller,  Dr  W.  H.,  6  West  Circus  Place, 

Milligan,  Dr  D. ,  11  Palmerston  Place,  .  .  .  . 

Mills,  Dr  James,  Jauesville,  Wisconsin,  U.S.A., 
235         Mitchell,  Dr  G.  B. ,  1  Skinner  Street,  Whitby, 

Moir,  Dr  Alex. ,  30  Buccleuch  Place,     .... 

Moore,  Dr  E.  Coleman,  2  Coates  Place, 

Moorhouse,  Dr  J.  Ernest,  1  Windsor  Place,  Stirling,  . 

More,  Dr  James,  Rothwell,  Kettering,  Northampton,  . 
240         Morison,  Dr  Albert  E.,  Brougham  Terrace,  Hartlepool, 

Morris,  Dr  S.  Glanville,  12  Gore  Terrace,  Swansea, 

Mowat,  Dr  John,  1  Hope  Park  Terrace, 

Munro,  Dr  A.  Watson,  183  Liverpool  Street,  Sydney,  Australia, 

Murphy,  Dr  James,  Holly  House,  Sunderland, 
245        Murray,  Dr  A.  Lang,  18  Duddingston  Park,  Portobello, 

Murray,  Dr  D.  R.,  41  Albany  Street,  Leith,      . 

Murray,  Dr  James,  1  Brandon  Street,  .... 

Murray,  Dr  R.  Milne,  10  Hope  Street,  . 

Nairne,  Dr  J.  Stuart,  197  Pitt  Street,  Glasgow, 
250         Napier,  Dr  A.   D.  L.,  67  Grosvenor  Street,  Grosvenor  Square, 
London,  W.,  .  .  .  . 

Narayan,  Mr  Kumar  B.,  Cooch  Behar,  India,  . 

Nesham,  Dr  T.  Cargill,  12  Ellison  Place,  Newcastle-on-Tyne, 

Niekerk.  Dr  Alexander  van,  Box  68,  Johannesburg,  S.  African 
Republic,       ....... 

Nisbet,  Dr  W.  B.,  Townsville,  N.  Queensland,  Australia, 
255        Oakes,  Dr  Arthur,  "Warialda,"  Portarlington  Road,  Bourne- 
mouth, ....... 


Date  of 
Admission. 
1887 
1884 
1890 
1888 
1879 
1884 
1887 
1893 
1887 
1890 

1889 
1873 
1887 
1893 
1893 
1881 
1879 

1885 

1887 
1889 
1891 
1884 
1892 
1888 
1887 
1887 
1888 
1885 
1877 
1866 
1885 
1884 
1886 
1893 
1885 
1893 
1876 
1893 
1892 
1880 
1888 
1894 
1884 
1892 
1877 
1889 
1878 
1879 
1880 
1889 

1878 
1888 

1885 

1891 

1886 

1879 
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Oliphant,  Dr  E.  H.  Lawrence,  18  Burnbank  Terrace,  Glasgow, 

Orr,  Dr  John,  Innerleithen, 

Orr,  Dr  W.  Basil,  13  Braid  Road,  ... 

Pairman,  Dr  T.  AVyld,  H.M.  Prison,  Lyttelton,  New  Zealand 
260         Palmer,  Dr  J.  C, 

Pareira,    Dr    Jervis,    Delegado    da   Saude,    do    Districto    di 
LourenQO  Marguz,  Em  Mozambique  Africa  Portuguesa, 

Paterson,  Dr  G.  Keppie,  17  Forth  Street, 

Paterson,  Dr  "William,  ..... 

Peddie,  Dr  Alexander,  15  Rutland  Street, 
265         Peddie,  Dr  H.  Anderson,  24  Palmerstou  Place, 

Perigal,  Dr  A.,  New  Barnet,  Herts, 

Peters,  Dr  James  A.,  97  Keptie  Street,  Arbroath, 

Petrie-Simpson,  Dr  W.,  29  Lauder  Road, 

Pirie,  Dr  John,  10  Ardmillan  Terrace, 
270         Playfair,  Dr  John,  5  Melville  Crescent, 

Poole,  Dr  T.  D.,  St  Anne's-on-the-Sea,  Lancashire,     . 

Porteous,  Dr  J.    Lindsay,  83   Warburton   Avenue,   Yonkers 
New  York,    ...... 

Price,  Dr  A.  W.  Gordon,  9  Grange  Road, 

Price,  Dr  E.  F.  T.,  1  Middleby  Street, 
275         Price,  Dr  Joseph,  500  20th  Street,  Philadelphia,  U.S.A., 

Primrose,  Dr  Alex.,  196  Simcoe  Street,  Toronto,  Canada, 

Pringle,  Dr  J.  Hogarth,  256  Bath  Street,  Glasgow, 

Proudfoot,  Dr  Thomas,  13  Lauriston  Place, 

Puckle,  Dr  S.  Hale,  Bishop's  Castle,  Shropshire, 
280         Ranking,  Dr  J.  E.,  Tunbridge  Wells,    . 

Rattray,  Dr  A.  M.  T.,  Portobello, 

Reid,  Dr  W.  L.,  7  Royal  Crescent,  Glasgow,  W., 

Reid,  Dr  AV.  Spence,  Oakley,  Kirkcudbright,    . 

Rendell,    Dr   Herbert   R.,    P.O.    Box   606,   St   John's,    New 
foundland,     ...... 

285         Richardson,  Dr  William,  Bath  Lodge,  Reading, 

Ritchie,  Dr  A.  Brown,  117  Boston  Street,  Hulme,  Manchester 

Ritchie,  Dr  D.  W.  L.,  22  East  Claremont  Street, 

Ritchie,  Dr  James,  22  Charlotte  Square, 

Ritchie,  Dr  R.  Peel,  1  Melville  Crescent, 
290         Roberton,  Dr  Ernest,  Auckland,  New  Zealand, 

Roberts,  Dr  Ernest  T.,  85  Skipton  Road,  Keighley, 

Roberts,  Dr  R.  W. ,  Bryn  Hafren  House,  Newtown,  Mont., 

Robertson,  Dr  J.,  30  Lauriston  Place, 

Robertson,  Dr  John  A.,  Whitsome  Manse,  Chirnside, 
295         Robertson,  Dr  AV.   B.,  St  Anne's,  Thurlow  Park  Road,  West 
Dulwich,  London,  S.E., 

Robertson,  Dr  W.  G.  A.,  26  Minto  Street, 

Robins,  Dr  H.,  Sav-la-Mar,  Jamaica,    . 

Robinson,  Dr   H.    Shapter,   Talfourd  House,   Talfourd  Road 
Camberwell,  London,  S.  E. ,  . 

Robson,  Dr  B.  S.,  66  Brighton  Grove,  Newcastle-on-T 
300         Ronalds,  Dr  Tennent,  Killochan  Castle,  Girvaii, 

Ronaldson,  Dr  T.  R.,  3  Bruntsfield  Terrace,     . 

Rosa,  Dr  Albert  F.,  20  Dundonald  Street, 

Rosa,  Dr  George,  12  Gayfield  Square,    . 

Rowland,  Dr  L.  Lindsay,  Salem,  Oregon,  U.S.A., 
305         Russell,  DrW.,  46  Albany  Street, 

Salmon,  Dr  C.  Carty,  "  Newells,"  Toorak  Road,  South  Yarra 
Melbourne,  Australia.  .... 

Sang,  Dr  J.  E.,  Balcownie,  Bedford  Hill,  Balham,  London,  S.W. 

Saunders,  Dr  F.  A.,  Grahamstown,  Cape  Colony,  South  Africa 

Schofield,  Dr  L.  J.,  AVarresburg,  Mo.,  U.S.A., 
310         Scott,  Dr  T.  R.,  Musselburgh,    . 

Shaw,  Dr  AV.  J.,  Innerleithen,  . 


Date  of 
Admission. 

1885 
1887 
1889 
1883 
1892 

1888 
1882 
1890 
1840 
1882 
1887 
1892 
1892 
1888 
1873 
1890 

1875 
1890 
1890 
1889 
1887 
1886 
1884 
1885 
1881 
1869 
1880 
1880 

1882 
1884 
1892 
1883 
1880 
1861 
1887 
1890 
1894 
1881 
1892 

1870 
1889 
1893 

1890 
1887 
1887 
1877 
1893 
1867 
1879 
1890 

1891 
1889 
1885 
1893 
1880 
1892 
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Shiels,  Dr  G.  F. ,  229  Geary  Street,  San  Francisco, 

Simpson,  Dr  James,  Portobello,  .  .  .  . 

Sloan,  Dr  Allen  T.,  22  Forth  Street,      .  .  .  . 

315        Sloan,  Dr  S. ,  5  Somerset  PL,  Sauchiehall  St.  West,  Glasgow, 

Smart,  Dr  David,  74  Hartington  Road,  Sefton  Park,  Liverpool, 

Smith,  Dr  D. ,  Fullerton  Cottage,  Johnshaven,  Montrose, 

Smith,  Dr  G.  H.  Walton,  Morella,  Point  Piper  Road,  Wool 
lahra,  Sydney,  Australia,      .... 

Smith,  Dr  Gains  T.,  Moncton,  New  Brunswick,  Canada, 
320         Smith,  Dr  James,  1  Parsonsgreen  Terrace, 

Smith,  Dr  John,  Brycehall,  Kirkcaldy, 

Smith,  Dr  J.   Gordon,  Falmouth,  Jamaica, 

Smith,  Dr  William,  14  Hartington  Gardens,     . 
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TEANSAGTIONS 

OF   THE 

EDINBURGH  OBSTETRICAL  SOCIETY, 

FOE  SESSIOX  LV.,  1893-94. 


Meeting  I. — November  8,  1893. 


Professor  A.  R.  Simpson,  retiring  President,  afterwards  Dr  A.  H.  Freeland 
Barbour,  President-Eled,  in  the  Chair. 

I.  VALEDICTORY  ADDRESS. 
By  Professor  A.  R.  Simpson,  Retiring  President  of  the  Society. 

GENTLEMEN, — Before  I  leave  this  now  familiar  seat,  it  becomes 
me  to  offer  you  my  heartfelt  thanks  for  the  favour  yon  showed  me 
in  making  me  a  third  time  your  President,  and  for  the  kindness 
and  courtesy  that  have  made  my  tenure  of  the  office  an  unalloyed 
pleasure.  There  are  positions  of  honour  that  entail  a  heavy  burden 
of  service.  In  this  Society  the  energy  of  the  Secretaries  and  the 
enthusiasm  of  the  other  Fellows  give  its  Presidents  full  enjoyment 
of  the  dignity  and  sweets  of  office,  enhanced  by  the  consciousness 
tliat  they  are  singularly  free  from  care. 

liliTKOSPECT. 

AVhen  I  was  admitted  to  the  Society  five-and-thirty  years  ago, 
its  membership  was  small,  and  it  seemed  to  me  to  be  composed 
entirely  of  grave  and  reverend  seniors.  As  I  look  around  me  now, 
not  only  do  I  see  it  grown  in  numbers,  but  it  seems  to  me  to  have 
put  on  an  aspect  of  perennial  youth.  Everything  about  it  betokens 
vitality  and  vigour.  The  balance-sheet  which  our  so  successful 
Treasurer,   Dr   Craig,  has   submitted  to  ns,  shows   that  after  all 
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expenses  have  been  paid,  and  a  donation  of  five  guineas  made  to 
tlie  British  Institute  of  Preventive  Medicine,  and  a  copy  of  the 
liandsome  Vohime  XVIII.  of  our  Transactions  placed,  free  of 
cliarge,  in  the  hands  of  every  Honorary  and  Ordinary  Fellow,  he 
has  been  able  to  add  about  £30  to  our  accunnilated  capital.  The 
balance  at  the  credit  of  the  Society,  whicli  was  only  £20,  12s.  lid. 
when  he  took  up  the  duties  of  the  office,  has  grown  and  grown 
during  the  eighteen  yeai's  of  his  skilful  guidance  of  our  finances, 
till  it  now  amounts  to  £264,  7s.  lid. 

This  satisfactory  state  of  the  finances  is  due  to  the  yearly 
additions  made  to  our  ranks  by  the  younger  members  of  the  pro- 
fession, as  many  as  thirty-four  having  joined  us  last  session.  So 
that  with  thirty-nine  Honorary  Fellows,  eighty-three  Corresponding 
Fellows,  and  three  luindred  and  seventy-nine  Ordinary  Fellows, 
we  have  to-night  a  total  membership  of  just  over  five  hundred. 

The  First  Seckktauy. 

The  number  is  now  but  small  of  the  veterans  who  first  banded 
themselves  together  to  form  the  Society,  and  only  a  few  weeks 
ago  the  profession  lost  one  of  those  who  was  most  active  in  those 
early  days,  in  the  death  of  Dr  George  Paterson.  His  name  had 
for  some  years  disappeared  from  our  roll  because,  in  course  of  time, 
he  devoted  himself  to  another  department  of  medicine,  and  became 
a  Deputy  Commissioner  in  Lunacy.  But  it  is  fitting  that  we  should 
remember  the  service  that  he  rendered  to  our  Society  when  it  was 
originated.  Sir  Douglas  Maclagan,  in  a  characteristically  genial 
notice  of  him  in  the  current  number  of  the  Edinburgh  Medical 
Journal,  tells  what  a  conspicuous  part  he  played  in  the  doings  of 
the  Royal  Medical  Society.  He  might  have  told  also  that  when 
on  Saturday,  December  4th,  1839,  "a  meeting  was  held  in  the 
New  Town  Dispensary,  Thistle  Street,  for  the  purpose  of  con- 
sidering the  propriety  of  establisliing  an  Obstetrical  Society  in 
Edinburgh,"  there  were  "present  Drs  Fairbairn,  J.  Moir,  Pagan, 
Peddie,  Purdie,  C.  Bell,  Pansford,  G.  Paterson,  and  Messrs  Sidey 
and  Kennedy — Dr  Fairbairn  in  the  Chair."  The  quotation  I 
make  is  from  the  first  volume  of  our  minutes,  which  goes  on  to 
say,  "  Drs  Hansford  and  Paterson  stated  that,  acting  on  the 
expressed  wishes  of  several  of  those  engaged  in  obstetric  practice 
in  Edinburgh,  they  had  issued  the  ciicular  summoning  this 
meeting,  and  that  besides  those  now  present  notes  had  been  sent  to 
several  other  practitioners,  including  Drs  Dumbreck,  Farquharson, 
Lewis,  Malcolm,  Graham  Weir,  Ziegler,  Beilby,  and  J.  S.  Combe, 
who,  with  those  above  mentioned  as  present,  and  with  Drs  Kenton 
and  Alexander  Wood, — in  all,  twenty — ai'e  the  original  members  of 
the  Society."  The  minute  of  this  first  meeting,  and  indeed  of  nearly 
all  the  meetings  of  the  Society  for  the  first  six  years  of  its  existence, 
are  in  Dr  Paterson's  handwriting.     For  during  all  that  time  he 
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\^•a3  the  acting  Secretary,  and  for  part  of  the  time  he  did  tlie  woik 
of  Treasurer  as^well.  The  minutes  show  him  also  contributing  to 
tlie  Society's  Transactions  cases  of  intiammation  and  abscesses  of 
the  uterine  api)endages,  and  communicating  a  paper  by  his  friend 
John  Reid,  embodying  his  famous  observations  on  tlie  structure 
of  the  placenta.  The  Society  met  several  times  at  his  house  in 
the  days  when  it  was  wont  to  hold  its  meetings  in  rotation  in  tlie 
houses  of  the  members,  and,  as  was  to  be  expected,  from  his 
geniality  of  disposition  he  was  present  at  the  lirst  dinner  of  the 
Society  in  Clark's  Hotel  at  N'ewhaven  in  July  1845.  At  the 
first  meeting  of  the  Society  in  January  18-47  Dr  Gumming,  who 
succeeded  him  in  the  office  of  senior  Secretary  and  Treasurer, 
minutes  that  "on  the  motion  of  Dr  Simpson,  the  thanks  of  the 
Society  were  uuaniuKjusly  voted  to  the  late  Treasurer."  Let  us 
follow  the  example  of  those  who  could  best  appreciate  the  value 
of  his  work,  and  offer  to  his  memory  the  tribute  of  our  gratitude. 

OiiuiNAKY  Fellows  Deceased. 

Of  Ordinary  Fellows  we  have  lost  Dr  Stewart  of  Kirkwall,  who 
joined  us  in  1879,  and  Dr  Milne  Chapman  of  Inverness,  who 
became  a  Fellow  in  1881,  and  who,  during  his  residence  in  Edin- 
burgh, was  a  regular  attendant  at  our  meetings,  and  made  valued 
contributions  to  our  debates.  But  the  loss  which  conies  home  to 
us  most  keenly  arises  from  the  death  in  August  last  of  Dr  James 
Young.  Of  him  also  an  excellent  eloge  has  appeared  in  the 
Edinburgh  Medical  Journal  for  September,  which  faithfully  gives 
us  the  impression  of  an  earnest,  industrious,  and  amiable  man. 
The  writer  brings  out  admirably  the  value  of  the  services  he 
rendered  to  our  Society,  not  only  as  an  Ordinary  Fellow  in  the 
many  subjects  he  brought  before  our  meetings  and  the  part  he 
took  in  our  discussions,  but  in  filling  the  offices  of  Treasurer  and 
of  Vice-President,  and  especially  in  the  important  help  he  gave  to 
Dr  Peel  Ritchie  in  connexion  with  the  preparation  and  }iublica- 
tion  of  the  first  volume  of  our  Transactions.  The  practice  to 
which  he  succeeded  on  the  death  of  his  father  had  in  it  a  large 
obstetric  element  which  greatly  increased  in  the  hands  of  our 
friend,  who  had  a  special  interest  in  midwifery  and  the  diseases 
of  women  and  children;  and  his  eager  desire  to  keep  liimself 
abreast  of  obstetric  advances,  and  his  delight  in  shaving  with  his 
fellow-practitioners  whatever  object  of  interest  came  under  his 
own  observation,  kept  him  for  long  years  amongst  the  most  regular 
and  assiduous  attendants  at  our  lueetings.  Happily,  before  he 
was  taken  from  us,  he  had  introduced  two  sons  to  our  fellowship  ; 
while  we  mourn  his  loss,  we  cherish  the  hope  that  Dr  Richard 
Erskine  Young  will  successfully  continue  through  another  genera- 
tion the  faithful  and  fruitful  service  to  God  and  man  that  were 
rendered  in  their  time  by  his  father  and  his  grandfather. 


4  VALEDICTORY    ADDRESS    BY    PROF.    A.    R.    SIMPSON. 

A  Coruf:sponding  Fellow. 

Ill  tlie  year  1857  the  name  of  a  young  Sheffield  doctor  was 
added  to  the  list  of  our  Corresponding  Fellows,  on  the  proposal  of 
Sir  James  Simpson,  seconded  by  Dr  Moir.  Dr  J.  H.  Aveling, 
from  the  outset  of  his  career,  devoted  himself  to  the  study  of 
obstetrics  and  gynecology,  and  in  many  ways  he  made  valuable 
contributions  to  the  advancement  of  the  subjects  that  interest  us 
here.  It  was  the  exhibition  of  an  instrument  constructed  on  the 
principle  of  the  lithotrite  which  he  had  contrived  for  the  safe 
division  of  the  pedicles  of  intra-uterine  polypi,  that  led  to  his 
adoption  into  our  Society.  He  had  an  inventive  mind,  and  made 
a  suggestion  of  great  and  permanent  value  in  the  treatment  of 
chronic  inversion  of  the  womb,  when  he  showed  the  necessity  of 
having  a  repositor  constructed  with  curves  adapted  to  the  pelvic 
canal,  which  could  allow  of  continuous  elastic  pressure  being  kept 
up  on  the  displaced  organ.  The  use  of  tlie  instrument  he  intro- 
duced for  this  purpose  gives  better  results  than  any  other  kind  of 
treatment  in  some  of  these  troublesome  cases. 

This  same  tendency  led  him  to  a  careful  study  of  the  construction 
of  the  most  important  implement  of  the  obstetrician's  armamen- 
tarium, the  most  important,  indeed,  in  the  hands  of  the  general 
practitioner, — I  mean  the  midwifery  forceps.  His  work  on  the 
curves  of  the  forceps  is  a  masterly  production.  The  instrument 
he  contrived,  and  which  he  used  in  practice,  is  scientifically  con- 
structed, and  practically  serviceable.  It  embodies  all  the  elements 
requisite  for  safe  grasp  of  the  head  in  every  part  of  the  parturient 
canal,  and  for  making  traction  along  the  axis ;  and,  but  for  the 
introduction  of  the  Tarnier  forceps,  which  has  the  further  advantage 
of  furnishing  a  guide  at  every  point  for  the  line  of  traction,  I  do 
not  doubt  that  Aveling's  forceps  v/ould  have  taken  possession  of 
the  field  in  Britain. 

That  paper  of  his  on  the  forceps  reveals  another  of  his  varied 
gifts, — his  love,  namely,  for  historical  research,  and  his  power  of 
tracing  inventions  to  their  source ;  and  it  is  with  something  of 
patriotic  pride  that  he  claims  for  England  the  discovery  of  the 
value  of  tlie  various  curves  of  the  forceps.  Thus  he  showed  that 
Benjamin  Pugh,  of  Chelmsford,  used  forceps  with  the  pelvic  curve 
seven  years  before  the  date  at  whicli  Levret  is  usually  credited 
with  its  introduction.  The  perineal  curve,  the  first  hint  of  a 
compensation  curve,  was  originated  byDr  Robert  Wallace  Johnston; 
and  it  was  quite  independently  of  the  work  of  Hubert  that  he 
himself,  in  1868,  proposed  the  use  of  the  forceps  with  the  full 
handle-curve  which  could  permit  of  proper  axis-traction.  This 
power  of  historical  research  is  most  distinctly  seen  in  his  interesting 
history  of  the  Chamberlens,  in  which  he  unearths  the  secret  of 
the  first  invention  of  the  forceps,  and  traces  it,  with  the  highest 
degree  of  probability,  to  Peter,  eldest  son  of  the  Huguenot  William 
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Cliamberleii,  who  fled  fioin  Paris  with  his  family  to  escape  the 
massacre  of  St  Bartholomew  in  1569.  But  his  antiquarian  pursuits 
were  not  confined  within  the  domain  of  midwifery,  tor  he  published 
some  interesting  memorials  of  William  Harvey,  and  he  wrote  a 
liistory  of  Eoche  Abbey.  He  took  a  deep  interest,  moreover,  in 
the  question  of  the  proper  training  of  midwives,  and  published  a 
work  on  English  Midwives:  their  History  and  Prospects,  which 
is  a  mine  of  information  regarding  the  women  who  in  tlie  past  have 
made  a  name  for  themselves  in  this  department,  and  contains  valu- 
able suggestions  as  to  their  proper  training  and  registration. 

There  were  other  ways  in  which  Aveling's  literary  and  organis- 
ing faculties  enabled  him  to  aid  the  advances  and  to  play  a  not  un- 
important part  in  the  general  progress  of  obstetrics  and  gynecology. 
For  he  took  a  leading  part  in  the  establishment  of  the  Obstetrical 
Journal  of  Great  Britain,  and  Ireland,  of  which  he  was  the  first 
editor,  and  which  was  the  medium  of  collecting  and  diffusing  mucli 
valuable  information  during  the  years  of  its  publication.  The 
British  Gynecological  Journal  is  in  some  sense  the  continuation  of 
it,  being  the  Journal  of  the  British  Gynecological  Society,  in  the 
foundation  of  which  Dr  Aveling  had  a  prominent  place.  When 
we  remember,  further,  that  in  Sheffield,  he  had  a  hand  in  the 
foundation  of  the  Jessop  Hospital  for  Women,  and  that  when  he 
went  to  London  he  started  a  small  hospital  which  has  developed 
into  the  flourishing  Chelsea  Hospital  for  Women,  we  recognise  that 
he  was  a  man  who  played  a  worthy  part  among  the  obstetricians 
of  his  time,  and  whose  name  was  an  ornament  to  the  roll  of  our 
Society. 

One  more  memorial  notice,  and  I  have  done. 

The  Father  of  Ovariotomy. 

In  1882  our  Society  did  itself  a  too  long-delayed  honour  in 
adding  the  name  of  Charles  Clay  of  Manchester  to  tlie  list  of  its 
Honorary  Fellows.  Dr  Clay  had  made  for  himself  an  honourable 
record  through  his  long  service  as  a  lecturer  on  midwifery  in 
Manchester  and  through  the  many  contributions  he  had  made  to 
obstetrics  and  the  diseases  of  women.  But  it  is  especially 
because  of  his  boldness  and  success  in  the  removal  of  diseased 
ovaries  that  he  will  be  held  in  lasting  remembrance,  and  that  he 
has  come  to  be  spoken  of  in  Britain  as  "  The  Father  of  Ovariotomy." 
The  long  war  that  was  to  eventuate  in  the  establishment  of  ovario- 
tomy among  the  justifiable  operations  of  surgery  came  to  a  close 
in  Edinburgh  just  thirty  years  ago.  The  story  of  that  battle  as  it 
was  fought  on  tlie  floor  of  the  Medico-Chirurgical  Society  was  so 
graphically  told  by  Dr  O.  W.  Balfour  in  his  Valedictory  Address 
to  that  Society  in  1883,  tliat  I  dare  not  attempt  to  retail  it  now. 
But  in  the  year  that  has  witnessed  the  death  of  the  foremost 
champion  in  the  long  drawn-out  ovariotomy  war — for  Dr  Clay  died 
on  tlie  19th  of  September  last,  in  the  92nd  year  of  his  age — it  is 
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heconiing  tliat  we  should  tiy  to  realize  what  our  profession  and 
our  couiinon  humanity  owe  to  the  man  who  took  up  abdominal 
section  when  it  was  a  dreaded  and  discredited  procedure,  and 
wrought  on  and  fought  on,  often  amid  opposition  and  abuse,  but  with 
gradually  growing  success,  till  younger  hands  took  it  up,  and  he 
lived  to  see  it  take  the  highest  place  among  the  proud  achievements 
of  modern  surgery. 

Lizars,  disheartened  by  his  own  ill  success  and  cowed  by  the 
denunciations  of  his  surgical  colleagues,  had  for  many  years  ceased 
to  open  the  abdomen,  when  in  18'42  Clay  began  his  ovarian 
caieer.  For  more  than  a  decade  he  had  the  field  almost  entirely 
to  himself.  In  January  1856  he  sent  to  this  Society  a  history  of 
the  result  of  sixty-nine  cases  of  ovariotomy.  Dekates  on  that 
theme  were  tame  with  us  here  in  comparison  with  tlie  discussions 
that  called  out  all  the  eloquence  and  enthusiasm  alike  of  surgeons, 
obstetricians,  and  physicians  in  tlie  sister  Society.  Perhaps  because 
the  obstetrician  is  so  much  in  the  habit  of  welcoming  strangers, 
the  obstetric  mind  is  more  hospitable  to  new  suggestions  and  more 
ready  to  accept  new  ideas  as  to  treatment  than  other  minds.  At 
any  rate,  Dr  Clay's  statistics  were  here  received  with  res[)ect  and 
gratitude,  and,  as  the  minute-book  shows,  Dr  Menzies  and  l)r 
Moir  related  cases  illustrative  of  the  dangers  of  first  tappings, 
Now,  these  fatalities  of  first  tappings  were  among  the  strongest 
arguments  adduced  for  the  necessity  of  having  recourse  to  the 
more  radical  procedure.  Sir  James  Simpson,  who  read  Clay's 
communication,  had  for  years  been  one  of  the  most  eager  and 
effective  advocates  of  the  operation.  He  had  ten  years  previously 
suggested  to  Clay  the  desirability  of  applying  to  his  operation, 
which  he  had  been  in  the  habit  of  designating  "  peritoneal  section," 
the  now  familiar  name  of  ovariotomy,  and  year  after  year  he 
discussed  the  subject  before  his  class  in  a  style  tliat  prepared  most 
of  his  students  to  anticipate  the  coming  triumph,  and  stimulated 
some  of  them  to  take  a  share  in  bringing  it  about.  Even  as  early 
as  November  1843  our  minutes  record  that  he  made  some  remarks 
on  the  diagnosis  of  ovarian  tumours  and  the  results  of  the  recent 
operations  in  England  for  the  removal  of  the  ovaries,  stating  that 
since  October  1842  twelve  cases  of  extirpation  of  the  ovary  had 
been  recorded,  of  which  only  two  had  died  ;  but  that  two  deaths 
had  occurred  where  the  abdomen  had  been  opened  and  no  ovarian 
disease  present.  He  thought  that  the  sound  would  be  helpful  in 
the  avoidance  of  diagnostic  errors. 

It  is  extremely  diiiicult  for  a  generation  that  is  growing  almost 
reckless  in  opening  the  abdominal  cavity  to  realize  the  dread  of 
the  procedure  that  possessed  the  spirits  of  their  predecessors.  The 
fear  was  such  that  it  led  great  surgeons  not  only  to  taboo  the 
operation,  but  to  denounce  the  operators.  In  the  communication 
made  to  our  Society,  Clay  could  tell  of  69  operations  with  48 
recoveries  and  21  deaths.     He  indicated  further  that  the  mortality 
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had  lessened  witli  his  growing  experience.  In  the  first  20  cases 
there  had  been  8  deaths  =1  in  2|.  In  the  second  20  there  had 
been  but  6  deaths  =  1  in  3| ;  and  in  tlie  last  29  cases  only  7  deaths 
=  1  in  4f 

Yet  in  the  November  of  that  same  year  (1856),  there  was  a  lone 
discussion  in  the  Academy  of  Medicine  in  Paris  on  the  treatment 
of  ovarian  tumours,  continued  through  several  sittings  of  the 
Academy,  and  tlie  wh(de  discussion  turned  upon  the  palliative 
treatment,  or  the  conditions  under  which  injections  of  iodine 
should  be  had  recourse  to  with  the  expectation  of  obtaining 
cures  not  followed  by  relapse.  Ovariotomy  is  for  the  most  part 
ignored,  and  wliere  the  orators  do  refer  to  it,  the  great  surgeons  of 
the  day  speak  of  it  only  to  dismiss  it  with  scorn.  Said  ]\Ialgaigne, 
"There  has  been  much  talk  of  the  extirpation  of  diseased  ovaries, 
an  operation  which  seems  to  me  to  be  too  radical,  and  of  a  nature 
to  put  the  patients  too  absolutely  beyond  the  chance  of  a  relapse. 
Alleged  statistics  prove  nothing;  one  knows  the  worth  of  statistics 
which  collect  all  the  successes  and  omit  all  the  reverses." 
Cruveilhier  did  not  thiidc,  though  the  operation  had  been  frequently 
practised  with  success  in  England  and  America,  "  that  this  bohl 
operation  should  be  naturalised  in  France.  Success,"  he  said, 
"does  not  always  justify  i-ash  undertakings."  "In  spite  of 
statistics,"  said  Huguier,  "  we  repel  it  in  a  manner  almost  abso- 
lute;" and  Velpeau  declared  that  "extirpation  of  the  ovaries  was 
a  frightful  operation  which  ought  to  be  proscribed  even  if  the 
cures  that  had  been  announced  were  real."  Cazeaux  alone — now, 
Cazeaux  was  an  obstetrician — said,  "  I  cannot  quit  this  tribune 
without  entering  a  protest  against  the  anathema  launched  by 
several  against  extirjjation  of  the  ovaries.  Before  being  proscribed, 
it  should  be  inquired  into,  and  it  has  not  been  inquired  into 
sufficiently." 

About  the  same  time  one  of  the  famous  debates  on  the  subject 
came  off  at  a  meeting  of  the  Edinburgh  Medico-Chirurgical 
Society,  when  Mr  Edwards  gave  the  history  of  a  case  in  which  he 
had  operated  and  which  had  terminated  fatally.  On  that  occasion, 
Dr  Matthews  Duncan,  the  one  obstetrican  who  here  took  rank 
among  the  opponents  of  ovariotomy,  made  a  very  able  speech,  the 
conclusion  of  which,  however,  was  simply  that  "  we  were  forced  to 
resort  to  the  opinions  of  great  and  wise  surgeons — and  they  con- 
demned the  operation."  One  of  our  great  and  wise  surgeons  at 
that  meeting,  with  what  he  admitted  to  be  a  certain  malapropism, 
characterised  abdominal  surgery  as  ahominahle  surgery;  and 
another  of  them  said  to  Dr  Thomas  Keith  when  he  began  his 
brilliant  career  as  an  ovariotomist  a  few  years  later,  "  Fellows  like 
you  should  simply  be  handed  over  to  Mr  Maurice  Lothian."  And 
Maurice  Lothian  was  the  Procurator-Fiscal.  The  two  were  respec- 
tively Professor  of  Systematic  and  Professor  of  Clinical  Suigery, 
much  given  to  fighting  with  each  other  about  everything  else,  and 
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liaving  as  their  one  common  enemy  ovariotomy  and  the  ovario- 
tomists.  Tiie  splendid  successes  of  Sir  Spencer  Wells  in  the  inter- 
vening years  were  emboldening  other  operators  and  inducing 
surgical  writers  to  give  the  operation  a  place  in  their  text-books. 
But,  as  I  said,  it  is  only  thirty  years  ago  that  the  long  ovariotomy 
war,  begun,  as  we  have  seen,  in  18i3,  came  to  an  end  in  Edinburgh. 
The  opposition  to  it  began  to  die  down  when,  in  1S63,  Dr  Thomas 
Keith  was  able  to  lay  before  the  Medico-Chirurgical  Society  the 
records  of  his  first  six  cases.  The  JMedical  Times  and  Gazdie  of 
August  8th  of  that  year  has  a  humorous  account  of  the  meeting  at 
which  Keith  read  his  paper,  sent  to  it  by  its  Scottish  correspondent. 
It  is  iu  a  quizzing  mood  that  the  correspondent  says,  "  To  you  in 
London  the  operation  and  tlie  subject  are  stale."  Tor  but  a  few 
months  before,  Dr  Eobert  Lee  had  made  a  couimunicatioii  to  the 
lto\  al  Medical  and  Chirurgical  Society  in  which  he  considered  it 
"demonstrated  that  ovariotomy  is  an  unjustifiable  operation  where 
the  life  of  the  patient  is  not  in  immediate  danger,  and  where  there 
is  not  a  great  probability  of  the  life  of  the  patient  being  saved  by 
the  removal  of  the  disease."  In  the  subsequent  discussion  he  said, 
"  He  had  recently  witnessed  the  performance  of  the  operation  by 
Mr  Spencer  Wells,  and  a  most  horrible  sight  it  certainly  appearecl. 
The  bowels  gushed  out  of  the  wound,  reminding  him  of  the  fate  of 
Judas  Iscariot.  Yet  the  patient  was  reported  to  have  recovered, 
thus  showing  how  very  great  an  injury  might  be  inflicted  on  the 
abdominal  viscera  without  causing  death,  which  he  considered  a 
striking  physiological  phenomenon."  The  Edinburgh  correspondent 
was  no  doubt  quite  familiar  with  all  these  things  that  were  being 
said  and  done  in  London  when  he  wrote,  "  To  you  in  London 
the  operation  and  subject  are  stale ;  to  us  they  are  not.  The 
last  case,"  he  continues,  "  brought  before  the  Society  was  one  by 
Edwards  six  years  ago.  Then  every  one  was  against  the  operation  ; 
now  every  one  is  for  it.  Dr  Matthews  Duncan  said  on  this 
occasion  that  his  mind  could  not  conceive  the  possibility  of 
successful  ovariotomy,  until  Dr  Keith,  wdio  lives  in  his  own 
immediate  neighbourhood,  had  '  Irongld  it  to  his  oion  door  ; '  all  the 
cases  of  Clay,  Brown,  Wells,  etc.,  had  not  entered  his  imperturbable 
and  impassive  mind.  Dr  Keith's  120-pounder  had  to  be  rolled  up 
against  his  door  in  Charlotte  Sijuare  before  the  portals  of  that 
stolid  imagination  could  open  to  a  recognised  fact.  But  we  do  not 
believe  Dr  Duncan  has  such  parochial  ideas  on  professional  sub- 
jects. However,  in  the  meanwhile,  the  question  of  operating  here 
being  doubtful,  there  never  having  been  a  successful  case  in 
Scotland,  except  one  done  by  an  Englishman  in  Aberdeen,  the  one 
Keith  quoted  to  his  brother  the  words  of  a  lale  eminent  country- 
woman who  lived  at  Cawdor: — '  We  fail  ?  Screw  your  courage  to 
the  sticking  place,  and  we'll  not  fail.  When  Duncan  is  asleep — 
wlien  (in  chloroform)  their  drenched  natures  lie  as  in  a  death — 
what  cannot  you  and  /perform  upon  ?'" 
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But  if  from  tins  time  forward  the  mimes  of  Wells  and  Keith 
take  precedence  of  all  others  in  the  progress  of  ovariotomy,  let  us 
not  forget  the  work  of  their  brave  forerunner.  Dutoit,  in  aVraetate 
published  at  Wurzburg  in  1864,  Die  Ocariotomie  \n  England, 
Deutschland,  und  Fmnkreick,  after  referring  to  the  successes  of 
Saftbrd  Lee,  Tyler  Smith,  Baker  Brown,  and  Spencer  Wells,  says, 
"Der  eigentliche  Heros  der  Ovariotomie  ist  aber  CAfr/Ves  67ay  in 
]\I;inchester."  On  two  occasions  it  was  my  good  fortune  to  see 
this  hero  of  ovariotomy.  The  first  time  was  in  the  autumn  of  1857, 
when  at  a  large  gathering  of  the  profession  in  the  house  of  Sir 
James  Simpson,  after  Professor  Faye  of  Stockholm  had  given  an 
address  on  syphilisation,  Dr  Clay  gave  an  address  on  ovariotomy, 
of  which  a  report  is  given  in  the  October  number  of  the  Monthly 
Medical  Journal.  The  other  time  was  in  the  autumn  of  last  year, 
when  the  sturdy  old  nonagenarian,  making  a  tour  in  Scotland, 
called  upon  me,  and  I  had  the  satisfaction  of  assuring  him  tliat 
the  successive  generations  of  Edinburgh  students  were  still  made 
acquainted  with  his  name  and  fame.  I  know  you  all  count  him 
worthy  of  your  admiration,  and  agree  with  me  in  placing,  as  it 
were,  a  memorial  wreath  on  his  honoured  tomb. 


PliOSPECT. 

Gentlemen,  if  I  have  occupied  your  time  in  this  Valedictory 
Address  in  dealing  w4th  men  and  events  of  the  past,  it  is  not 
l)ecause  I  think  that  the  former  times  were  better  than  these.  On 
the  contrary,  I  believe  there  never  was  a  better  time.  On  every 
hand  in  our  department  real  solid  progress  is  made,  alike  in  the 
obtaining  of  truer  scientific  views  of  the  processes  with  which  we 
have  to  deal,  and  in  the  devising  of  surer  methods  of  relieving  the 
patients  who  ap})eal  to  us  for  aid.  I  am  proud  to  thiidc  that  the 
volumes  of  our  own  Transactions  give  proof  that  our  Society  hns 
Fellows  well  able  to  advance  this  progress  both  in  the  scientific  and 
practical  directions.  I  am  glad  of  the  peace  that  prevails  and  has 
always  prevailed  within  our  walls,  and  that  is  born,  not  of  apathy  or 
listlessness,  but  of  mutual  good  will  and  a  common  interest  in  our 
beneficent  calling.  And  it  gratifies  me  greatly  tliat  yon  have 
chosen  as  your  "next  President  Dr  Freeland  Barbour,  who  has 
already  made  such  a  brilliant  record,  and  wlio  is  as  capable  as  the 
most  gifted  of  his  predecessors  of  conducting  the  business  of  the 
Society  with  efficiency  and  dignity,  and  of  winning  for  the  oftice 
additional  renown.  

On  the  motion  of  Dr  Underhill  a  cordial  vote  of  thanks  was 
given  to  Professor  Sinipson  for  his  address. 

Dr  A.  H.  Freeland  Barhour,  the  Prcsident-Elect,  took  the  cliair, 

and  thanked  the  Fellows  for  the  honour  they  had  conferred  upon 

him  in  electing  him  President. 

B 
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2.  ABSTRACT  OF  A  NOTE  ON  THE  ADMINISTRATION 
OF  ORGANIC  EXTRACTS. 

By  R.  W.  Felkin,  M.D. 

It  is,  I  think,  sometimes  justifiable  to  communicate  to  this 
Society  an  incomplete  piece  of  work.  It  is  certainly  more  satis- 
factory to  read  a  paper  in  which  definite  conclusions  can  be  stated. 

During  the  last  eigiit  months  I  have  had  occasion  to  employ 
organic  extracts  in  the  treatment  of  various  patients,  and  although 
I  have  come  to  no  definite  opinion  as  to  their  permanent  utility,  I 
think  it  advisable  to  give  the  results  I  have  hitherto  obtained,  the 
more  so  as  I  have  had  a  considerable  number  of  inquiries  as  to 
what  preparations  I  use,  the  dose  I  have  administered,  etc. 

First,  with  regard  to  the  preparations  used. — Messrs  Duncan, 
Flockhart,  &  Co.  have  prepared  for  me  brain  and  orchitic 
extracts,  and  they  have  also  prepared  me  suppositories  of  orchitic 
extract.  Messrs  Burroughs,  Wellcome,  &  Co.  have  made  me 
tabloids  of  brain  extract,  and  also  suppositories  of  orchitic 
extract.  The  organic  extracts  I  have  used  for  hypodermic 
administration  I  obtained  from  Paris,  but  I  shall  not  refer  to  their 
use  in  this  paper.  For,  knowing  the  results  which  have  been 
obtained  by  the  administration  of  thyroid  extracts  by  the  mouth, 
I  have  in  these  cases  preferred  to  avoid  hypodermic  injection, 
because,  in  the  first  place,  it  may  be  objected  that  the  hypodermic 
injection  of  an  organic  extract  may  simply  act  as  we  know  that 
injections  of  a  solution  of  phosphate  of  soda  and  chloride  of  sodium 
act,  and  also  because  it  may  be  said  that  the  hypodermic  injection 
of  animal  extracts  is  merely  a  new  phase  of  suggestive  therapeu- 
tics. I  have  avoided  the  possibility  of  either  of  these  objections 
being  raised,  and  for  obvious  reasons  my  patients  have  not  known 
what  substances  were  being  employed  in  their  treatment. 

With  regard  to  the  dose. — This  varies,  of  course,  with  the  age 
and  weight  of  the  patient.  I  commence  with  ten  minims  of  the 
liquid  extract,  and  rapidly  increase  the  dose  to  a  drachm  two  or 
three  times  a  day.  I  found  that  occasionally  pretty  sharp 
diarrhoea  seemed  to  follow  the  larger  doses,  and  also  that  the 
patients  varied  in  respect  to  the  time  when  it  was  advisable  to 
administer  the  extract.  Some  took  it  well  enough  on  an  empty 
stomach,  but  in  others  it  induced  slight  nausea,  and  I  had  to 
administer  it  during  a  meal.  I  did  not  find  this  objection  in  the 
administration  of  the  tabloids  ;  they  have  proved  very  satisfactory, 
and  did  not  produce  nausea,  whetlier  administered  on  an  empty 
stomach  or  with  food.  I  have  also  found  that  in  some  it  is  better 
to  give  a  rectal  injection  of  the  extract  at  bedtime  after  the  bowel 
has  been  cleansed  by  a  simple  enema.  As,  however,  the  injection 
was  objected  to  by  some  of  the  patients,  I  have  employed  the 
extract  in  the  form  of  suppositories  or  in  the  form  of  capsules  ; 
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the  latter  can  be  easily  introduced,  and  have  the  advantage  of 
being  readily  filled  by  the  patient  with  tlie  necessary  dose.  The 
orchitic  extract  I  have  invariably  administered  in  this  way. 

With  regard  to  the  way  in  which  these  organic  extracts  act,  lam 
not  prepared  at  the  present  time  to  offer  any  opinion,  but  it  is 
evident,  from  what  we  know  of  the  administration  of  tliyroid 
extracts  in  myxoedenia,  that  they  can  act  veiy  powerfully.  I  believe, 
also,  that  organs  such  as  the  ovaries  and  the  testicles  possess  the 
power  of  elaborating  an  internal  secretion,  as  it  is  termed  by  Brown- 
S^quard,  which  is  perhaps  not  absolutely  necessary,  but,  at  any  rate, 
of  importance  to  the  organism. 

I  will  now  very  briefly  relate  a  few  of  the  cases  in  which  I  have 
administered  ceiebral  extract.  Full  details  of  the  cases  I  hope  to 
])ublish  later  on,  when  sufficient  time  has  elapsed  for  an  opinion  to 
be  formed  as  to  the  permanence  of  the  good  results  obtained. 

The  first  case  in  which  I  administered  cerebral  extract  was  that 
of  a  boy,  J.  G.,  aged  8,  suffering  from  pseudo-hypertrophic 
paralysis.  I  commenced  to  treat  him  on  the  21st  of  February 
1893.  At  that  time  he  could  hardly  crawl  upstairs.  He  took  the 
exti'act  regularly  until  the  24tli  of  July,  when  he  was  certainly 
brighter;  could  walk  up  and  down  stairs  easily;  he  took  his  food 
better;  he  could  walk  for  a  mile  and  a  half  with  comparative  ease; 
his  muscles  were  certainly  far  firmer  than  at  the  commencement  of 
the  treatment,  and  there  was  a  marked  diminution  in  the  size  of 
his  calves  and  buttocks.  It  was  very  noticeable  with  how  much 
greater  ease  he  managed  to  rise  from  the  floor.  He  went  to  the 
country  in  July,  and  for  some  reason  his  mother  omitted  to  give 
him  his  medicine,  and  the  place  did  not  seem  to  suit  him,  and 
when  I  saw  him  on  October  2nd  he  had  distinctly  fallen  back.  I 
am  now  giving  him  the  orchitic  extract  as  recommended  by  Brown- 
Sequard. 

The  next  case  I  may  refer  to  is  one  of  nervous  exhaustion  and 
irritability  of  temper.  Mrs  W.,  aged  45,  married  ;  height,  5  ft.  6  in. ; 
weight,  7  St.  2  lbs.;  has  been  suffering  for  the  last  two  or  three 
years  from  loss  of  memory,  pain  in  her  legs,  and  inability  to  walk 
far  without  extreme  fatigue  ;  she  is  very  nervous  and  hypersensi- 
tive, is  pale  and  markedly  ancTmic.  She  has  been  under  various 
doctors  in  the  south,  and  has  taken  large  quantities  of  iron  and 
arsenic,  a  course  of  bromide,  and  on  two  occasions  a  course  of 
strychnine.  She  commenced  to  take  brain  extract  on  April  5th,  half 
a  drachm  twice  daily,  and  this  she  continued  until  the  25th  of  July. 
At  this  time  she  was  better  in  every  way.  She  weighed  9  St., 
could  walk  five  or  six  miles  with  ease,  was  much  brighter,  took 
three  good  meals  a  day,  and  said  she  felt  a  different  creature. 
Since  this  note  she  has  only  taken  two  doses  of  brain  extract  a 
week,  and  she  is  going  on  satisfactorily. 

Mr  D.  was  sent  to  ine  from  England  on  September  20tli,  suff"ering 
from  the  effects  of  a  long  bout  of  drinking.     I  at  once  put  him  on 
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draclim  doses  of  cerebral  extract.  The  good  effect  has  been  very 
marked.  I  have  never  seen  such  a  rapid  improvement  in  any 
patient  of  the  kind.  Of  course  it  must  be  allowed  that  his  absten- 
tion from  alcohol  has  aided  in  his  improvement ;  but  yet  his  appetite 
improved  almost  immediately ;  he  sleeps  eight  hours  every  night, 
has  gained  strength  rapidly,  and  the  change  in  his  a})pearance  is 
most  satisfactory.  Although  for  months  he  had  been  suffering 
from  attacks  of  diarrhoea,  his  bowels  are  now  quite  regular,  and 
although  he  appeared  to  be  on  the  verge  of  an  attack  of  delirium 
tremens,  he  took  a  complete  turn  for  the  better  after  a  week's  treat- 
ment, and  still  remains  well. 

I  have  used  the  brain  extract  in  three  cases  of  epilepsy, 
with  marked  success.  One  case  was  that  of  a  man  aged  34. 
He  had  suffered  from  epilepsy  since  he  was  17,  and  first 
came  under  my  care  at  Richmond  Street  Dispensary  some  years 
ago.  I  lost  sight  of  him  until  last  March,  when  he  came  to 
see  me  again.  He  had  not  improved,  and  was  still  having  three 
or  four  moderately  severe  fits  every  week,  and  he  was  practically 
living  on  bromide  of  potassium.  I  commenced  giving  him  brain 
extract  by  the  mouth,  and  in  a  fortnight  he  had  improved.  He 
only  had  one  fit  in  the  second  week,  and  since  that  time  he  has 
been  continuously  taking  either  the  brain  extract  or  the  tabloids, 
and  he  has  only  had  one  fit  during  the  last  four  months. 

The  next  case  I  tried  with  the  tabloids  was  that  of  a  girl  aged 
17.  She  had  suffered  for  eighteen  months,  and  rarely  passed 
a  day  without  a  fit.  She  could  not  take  the  brain  extract,  but  the 
tabloids  have  suited  her  admirably,  and  the  fits  have  been  reduced 
to  one  in  a  week  and  one  in  ten  days. 

Another  case  was  that  of  a  boy  aged  16.  He  suffered  very 
severely  from  epileptic  fits,  at  the  same  time  being  exceedingly 
ill-tem[)ered  and  violent.  His  mental  development  was  very 
faulty.  The  brain  extract  w'orked  a  very  great  change  in  him  ; 
the  fits  were  reduced  in  number,  and  he  became  obedient  and 
good-tempered.  I  got  Dr  Gibson  to  take  this  boy  into  the  Eoyal 
Infirmaiy.  The  excitement  of  coming  into  town  threw  him  back, 
and  it  was  necessary  to  circumcise  him,  which  did  not  improve 
matters  for  the  time,  but  since  his  return  home  he  has  been  doing 
very  well.  Of  course,  in  this  case  it  may  be  said  that  the  circum- 
cision caused  the  improvement;  but  this  would  be  hai'dly  fair,  as 
there  was  such  a  marked  improvement  belbre  the  operation  was 
performed. 

Apart  from  these  cases,  I  have  administered  the  brain  extract 
and  tabloids  with  success  in  three  cases  of  inveterate  insomnia,  in 
two  of  severe  debility  and  general  want  of  nerve  power,  and  in  four 
cases  of  what  may  l)e  called  general  neurasthenia,  in  which  one 
would  otherwise  have  prescribed  the  Weir-Mitchell  treatment.  I  do 
not  wish  to  give  details  of  these  cases  at  present,  as  the  treatment  has 
been  too  recent  for  any  definite  opinion  to  be    formed.     Still  I 


BY    DR    K.    W.    FELKIX.  13 

tliiuk  my  cases  liave  been  so  successful  that  I  am  anxious  fur 
others  to  try  this  plan  of  treatment. 

I  now  turn  to  another  part  of  the  subject  altogether.  I  believe 
that  I  have  hit  upon  a  plan  of  treatment  wliich  will  be  of  consider- 
able use  in  a  different  class  of  cases.  The  cases  I  refer  to  are 
those  of  patients  suffering  from  ovarian  disease  or  other  nervous 
disease  connected  with  the  genital  system. 

Before  mentioning  any  cases  or  referring  more  specially  to  the 
method  of  employing  the  orchitic  extract — for  that  is  what  I 
have  used — I  want  to  make  a  few  very  brief  remarks  as  to  how  I 
came  to  take  an  interest  in  this  matter. 

I  think  tiiat  it  is  quite  possible  sometimes  to  obtain  hints  as  to 
treatment  from  primitive  people.  In  187*.)  I  had  the  opportunity 
of  becoming  acquainted  with  many  of  the  habits  and  customs  of 
Central  African  natives,  and  also  of  conversing  with  Easterns  of 
various  races.  It  might  be  interesting,  but  I  doubt  if  it  would  bo 
profitable,  were  I  to  detail  the  exact  practices  which  I  met  witli. 
It  is  sufficient  to  say  that  on  various  occasions  1  found  that  human 
semen  was  administered  to  debilitated  patients  with  wonderful 
success. 

Naturally  this  made  some  impression  upon  me.  I  also  found 
that  the  natives  were  in  the  habit  of  devouring  the  raw  testicles 
of  animals,  owing  to  their  supposed  strengthening  properties ;  and 
still  further,  that  during  the  slave  wars  it  was  the  custom  for 
both  Ai'abs  and  natives  to  perform  the  most  disgusting  acts  of 
cannibalism  with  a  view  to  obtaining  increased  prowess. 

Knowing  this,  it  has  occurred  to  me  that  Brown-Sequard  is 
quite  riglit  in  stating  that  the  internal  organs  do  not  only 
elaborate  a  fluid  for  excretion,  but  also  a  product  wliich  is  neces- 
sary for  the  mental  and  physical  well-being  of  the  individual. 
From  this  I  have  been  led  to  imagine,  first,  that  the  ovary 
elaborates  a  product  which  is  necessary  for  the  well-being  of  the 
woman  ;  and,  secondly,  that  the  orchitic  fluid  is  not  solely  in- 
tended to  fertilize  the  female,  but  that  it  also  contains  a  substance 
which,  althougli  not  necessary,  is  beneficial.  It  may  be  that  it 
allays  the  oigasm  in  the  female,  aiiu)ngst  otlier  uses. 

If  these  ideas  be  true,  they  ex[)lain  certain  diseased  or  morbid 
states  which  one  meets  with  in  practice,  and  they  also,  I  think, 
give  a  hint  as  to  how  we  may  deal  with  such  unhappy  cases  when 
we  do  meet  with  them.  Certain  experiments  which  I  have  been 
able  to  make  seem  to  show  that  I  am  right,  and  I  mention  them 
because  I  am  anxious  that  my  ideas  should  have  a  more  extended 
trial  tiian  it  is  possible  for  me  to  give  them.  I  have  no  hospital 
ward  in  wliich  to  make  experiments,  and  in  dispensary  woik 
one  does  not  meet  with  such  cases  very  frequently,  and  one 
needs  to  have  a  very  laige  practice  to  gain  suflicient  scope  for 
setting  the  matter  at  rest  in  the  only  practicable  way,  )iamely, 
by  trial. 
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The  first  class  of  cases  to  which  I  will  refer  for  a  moment  is 
that  in  which  the  ovaries  have  been  removed.  Now,  this  opera- 
tion is  performed  for  two  reasons — either  because  the  ovaries  or 
tubes  are  themselves  diseased,  or  becanse  it  is  hoped  to  cure 
Iiysteria  or  some  other  such-like  nervous  condition.  To  take  the 
latter  cause  first.  As  far  as  I  am  able  to  read,  the  operation  does 
not  appear  to  be  very  successful,  and  even  in  the  most  successful 
hands  the  patient  is  exposed  to  a  risk.  Now,  I  fancy  that  were 
either  cerebral  extract  or  orchitic  extract  administered,  in  a  con- 
siderable number  of  these  cases  cure  would  result ;  and  in  two 
cases,  one  of  which  was  grave  hysteria,  the  other  mental  instability 
and  nym[)homania,  I  have,  I  believe,  been  successful  in  inducing 
cure.  In  both  cases  orchitic  suppositories  were  em[)loyed.  In 
another  case  of  a  somewhat  similar  character,  namely,  where  in 
commencing  puberty  in  a  giil  aged  17,  a  delicate,  anaemic,  highly 
excitable  girl,  the  onset  of  the  mensti'ual  function  was  accom- 
panied by  intense  excitability  and  loss  of  self-control,  which  almost 
rendered  restraint  in  an  asylum  necessary,  cerebral  extract  acted 
very  beneficially. 

In  those  cases  where  the  ovaries  have  been  removed  for  disease 
certain  evils  may  ensue.  Yor  my  purpose  I  need  only  mention 
grave  melancholia  and  hyperchondriasis.  I  think  that  the  adminis- 
tration of  an  organic  extract  may  be  of  considerable  service.  At 
any  rate  in  one  case  at  tlie  beginning  of  this  year,  in  which  a  patient, 
who  had  had  her  ovaries  removed,  suffered  from  severe  melan- 
cholia, it  was  successful ;  and  in  another  case  which  I  attended 
more  recently  the  results  were  somewhat  curious.  A.  P.,  aged  22, 
came  to  me  suffering  from  depression,  accompanied  by  thoughts  of 
suicide,  and  an  alteration  in  her  voice.  She  had  been  to  various 
throat  specialists  on  this  account,  and  had  been  told  by  her  em- 
ployer that  she  must  give  up  her  position  unless  she  was  soon 
cured.  Her  ovaries  had  been  removed  eighteen  months  ago. 
She  recovered  well  from  the  operation,  and  went  on  satisfactorily 
for  more  than  a  year,  and  it  was  only  at  the  beginning  of  this 
year  tiiat  her  trouble  commenced.  I  hardly  tliought  I  should  be 
able  to  do  any  good  in  this  case,  but  it  was  a  chance  not  to  be 
missed.  Slie  took  a  month's  holiday.  I  put  her  upon  large  doses  of 
cerebral  extract,  which  she  seemed  to  appreciate  ;  at  any  rate  she 
gained  weight,  rather  more  than  a  stone  in  a  month  ;  she  lost 
all  her  gloomy  fears,  and  her  voice  has  returned  to  its  former  pitch. 

There  are  other  cases  to  which  1  could  refer,  but  I  will  hold 
them  over  for  a  time. 

None  can  be  aware  more  than  I,  that  in  order  to  prove  my 
points  T  ought  to  have  a  far  larger  mass  of  detail  to  lay  before  this 
Society.  It  is  my  misfortune  that  this  is  not  the  case.  Yet  the 
success  T  have  had  in  my  few  cases  leads  me  to  hope  that  others 
will  be  enabled  to  supply  my  deficiencies. 
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Professor  SimjJSOJi  said  the  satisfactory  results  that  had  followed 
the  treatment  of  inyxcedema  with  thyroid  extract  had  naturally 
given  a  great  impulse  to  the  idea  that  other  organic  extiacts  might 
be  serviceable  in  the  treatment  of  various  diseases.  He  (Prof, 
Simpson)  had  no  doubt  that  Dr  Felkin  was  correct  in  supposin<T 
that  the  sexual  glands  had  a  function  in  the  economy  additional  to 
that  of  producing  ova  in  the  female  and  seminal  fluid  in  the  male. 
The  late  Professor  Laycock  used  to  point  out,  for  instance,  the 
influence  of  disease  in  the  ovaries  in  producing  changes  in  the 
skin,  and  though  it  might  be  difficult  to  explain  the  connexion 
between  the  nutritive  processes  in  these  glands  and  the  rest  of  the 
body,  it  was  matter  now  of  frequent  observation  that  removal  of 
the  ovaries  was  attended  with  notable  changes  in  various  parts  of 
the  organism.  It  was  not  easy  to  see  how  a  brain  extract  should 
have  an  effect  in  counteracting  the  ill  results  of  ovarian  absence, 
but  at  least  the  observations  that  Dr  Felkin  had  made  were 
interesting,  and  he  hoped  he  would  be  encouraged  to  make  further 
study  and  experiments  in  this  direction. 

Dr  George  Hunter  remarked  that  the  first  emi>loyment  of  organic 
extracts  was  recorded  by  Dr  Brown-Sequard  when  he  experimented 
on  himself  with  testicular  juice,  which  he  stated  produced  in  the 
senile  the  feelings  of  rejuvenescence.  He  would  like  to  ask  if  Dr 
Felkin  could  suggest  an  explanation  as  to  how  these  extracts  pro- 
duced their  therapeutic  effects.  Being  organic,  the  reputed  good 
effects  of  the  cerebral  extracts,  for  example,  could  not  be  due  to 
phosphates  or  other  mineral  constituents  ;  and  it  was  rather  difficult 
to  understand  how  in  the  chemistry  of  digestion  they  were  not 
either  split  up  into  inert  and  excrementitious  substances,  and  so 
rendered  valueless  in  tissue  metabolism.  Cases  had  been  quoted  of 
such  widely  differing  diseases  as  epilepsy,  cerebral  irritation,  and 
pseudo-hypertrophic  paralysis,  not  to  mention  alcoholism,  being, 
for  the  time  being,  cured  ;  but  taking  into  consideration  some  of  the 
more  recently  advanced  opinions  regarding  the  pathology  of  the 
first-named  complaint,  viz.,  degeneration  and  vacuolation  of  one  of 
the  layers  of  pyramidal  cortical  cells,  it  was  difficult  to  understand 
how  cure  could  be  brought  about  by  the  means  referred  to.  Then, 
again,  as  regards  glandular  organs,  the  inference  one  might  draw 
was  that  in  treating  a  hepatic  disorder — biliary  obstruction,  for 
example — all  that  was  necessary  for  its  successful  treatment  was  the 
exhibition  of  fresh  liver  extract.  While  therapeutic  reasoning  of 
this  kind  seemed  to  him  open  to  the  risk  of  eventuating  in  routine 
and  rather  slipshod  practice,  he  thought  the  Society  was  much  in- 
debted to  Dr  Felkin  for  bringing  under  its  notice  such  an  original 
and  suggestive  paper;  and  that  the  success  which  had  in  his  hands 
followed  the  treatment  advocated  was  the  best  justification  of  its 
employment. 

Dr  Milne  Murray  was  of  opinion  that  the  observations  brought 
before   the   Society  l>y  Dr   Felkin  were   of  much   interest  at   the 
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present  time,  and  lie  hoped  Dr  Felkin  would  continue  his  experi- 
)nents  as  occasion  offered.  While  sympathising  with  J)r  Hunter's 
desire  for  an  explanation  of  the  chemical  process  which  allowed 
the  extracts  to  be  taken  into  the  digestive  canal,  and  to  mingle 
with  the  various  secretions  there  without  apparently  impairing 
their  efficiency,  he  thought  we  were  a  long  way  yet  from  such  an 
explanation,  and  that  it  was  by  no  means  necessary  for  us  to 
wait  until  such  was  forthcoming.  It  was  sufficient  to  justify  con- 
tinued clinical  experiment  that  we  had  obtained  the  marvellous 
results  which  have  already  been  recorded  from  the  use  of  thyroid 
extract  in  myxoBdema,  notwithstanding  that  no  adequate  explana- 
tion was  forthcoming  of  how  tlie  active  principle  of  the  extract 
taken  into  the  alimentary  canal  was  able  to  reach  and  affect  in 
the  extraordinary  way  it  did  the  myxoedematous  tissue  distributed 
over  the  body.  Dr  Felkin's  results  were  most  interesting,  and 
the  precautions  he  had  taken  seemed  to  him  (Dr  Murray)  to  exclude, 
as  fur  as  possible,  the  element  of  suggestion. 

Dr  Clinrch  thought  that  Dr  Felkin,  in  his  valuable  paper,  had 
not  referred  sufficiently  to  the  ferments  which  in  many  of  the 
organic  extracts  were  known  to  be  the  active  principles  of  thera- 
peutic value.  This  was  so  in  the  extract  of  the  thyroid  gland, 
used  in  myxcedema.  The  same  was  true  regarding  the  pancreatic 
ferment  recently  discovered  to  be  of  so  much  value  in  the  cure  of 
some  forms  of  glycosuria,  due  to  disease  of  the  pancreas.  This  being 
so,  if  the  brain  extract  was  useful  in  the  nervous  diseases  in  which 
Dr  Felkin  had  used  it  apparently  so  successfully,  was  its  value  due 
to  any  ferment,  as  in  the  other  organic  extracts,  affecting  the  whole 
constitution  of  the  blood,  or  to  what  was  its  efficacy  due  ?  There 
seemed  to  be  a  great  future  in  this  treatment  by  organic  remedies. 

Dr  J.  W.  Ballantijne  thought  that  the  Fellows  were  indebted  to 
Dr  Felkin  for  laying  before  them  such  novel  and  extraordinary 
tlierapeutic  means  and  results.  Even  at  the  present  time,  when 
the  thyroid  gland  was  being  administered  in  cases  of  myxcedema, 
sporadic  cretinism,  and  psoriasis,  and  the  pituitary  gland  in 
acromegaly,  it  still  betokened  not  a  little  originality  and  courage 
on  the  part  of  Dr  Felkin  that  he  had  not  only  conceived  but 
carried  into  practice  the  methods  of  treatment  that  he  had  just 
described.  Dr  Ballantyne  thought  that  one  might  be  pardoned  if 
at  first  one  felt  somewhat  sceptical  as  to  the  explanation  of  the 
good  results  of  his  treatment  which  Dr  Felkin  gave;  it  seemed 
very  difficult  to  imagine  how  brain  extract  and  testicular  juice 
could  act  in  the  way  indicated.  At  the  same  time,  and  in  view  of 
the  recent  extraordinary  successes  attending  the  a<lministration  of 
thyroids  in  myxcedema,  it  was  necessary  to  beware  lest  the  sceptical 
attitude  should  lead  us  into  denying  simply  what  we  could  not 
understand. 

Dr  Felkin  said  he  was  indebted  to  the  Society  for  the  kind  way 
in  which  they  had  received  his  paper.     He  was  glad  of  criticisni, 
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and  his  chief  object  in  contributing  the  paper  had  been  to  elicit 
the  opinion  of  the  Fellows  of  the  Society  as  to  whether  he  were 
woi-king  on  the  right  lines  or  not.  With  regard  to  Dr  Hunter's 
criticism,  he  was  much  obliged  for  Dr  Murray's  answer  to  it,  as  he 
was  afraid  that  at  present  it  was  impossible  to  state  with  any 
accuracy  how  the  substance  acted.  In  reply  to  Dr  James  Ritchie, 
he  said  that  every  precaution  was  taken  to  prevent  the  patients 
knowing  what  they  were  taking,  and  it  was  quite  easy  to  arrange 
with  the  chemist  who  supplied  the  extracts  or  suppositories  to 
refrain  from  labelling  them  with  more  than  the  instructions  for  use. 


in.  NOTE  OF  A  CASE  OF  VESICO-RECTAL  FISTULA. 

By  X.   T.  Brewis,  M.B.,  F.R.C.P.E.,  Lecturer  ou  Gynaecology,  Edinburgh 
Metlical  Scliool ;  Gynaecologist,  New  Town  Dispensary,  etc. 

Abnormal  communications  between  the  bladder  and  rectum 
are  so  extremely  rare  in  women,  that  I  think  I  am  justified  in 
recording  a  case  of  this  nature  wliich  occurred  in  my  practice 
lately.  Unfortunately  the  patient  was  a  woman  of  deficient 
mental  power,  so  that  it  was  with  difficulty  that  a  consistent 
liistory  was  obtained  from  her.  For  the  following  notes  I  am 
indebted  to  my  clinical  assistant,  Dr  Eobert  Eiddell. 

Mrs  E.,  ?et.  38,  residing  at  Freuchie,  Fifeshire,  was  recommended 
to  me  by  Dr  Mackay  of  Falkland.  She  had  been  married  eight 
years,  had  had  no  children  or  miscarriages,  and  was  admitted  to  the 
Cambridge  Street  Home  for  Women  on  9th  October  1893,  com- 
plaining of  passing  her  urine  per  rectum. 

Her  illness  was  of  five  years'  duration.  Four  years  ago  Dr  Mackay 
sent  her  to  the  Eoyal  Infirmary,  but  she  refused  to  stay,  and  since 
then  her  condition  has  become  gradually  worse. 

Menstruation  began  at  the  age  of  15,  and  was  regular  till  her 
present  illness.  It  lasts  three  days  and  is  of  the  28-day  type. 
Sometimes  it  is  very  profuse,  and  is  always  unaccompanied  by 
pain.  Now  she  is  irregular  as  to  time.  She  was  last  unwell  on 
October  6th,  and  on  that  occasion  saw  very  little.  When  slie 
micturates  she  says  more  comes  by  the  bowel  than  by  the  proper 
channel,  and  during  the  act  there  is  great  bearing-down  pain. 
She  complains  also  of  diarrhoea,  and  after  deficcating  feels  very 
weak  and  exhausted.  Her  general  health  has  been  good  until  the 
present  trouble.  She  is  one  of  a  family  of  fourteen,  of  whom  thirteen 
are  alive  and  healthy.  Her  mother  has  had  her  elbow-joint  excised, 
probably  for  tubercular  disease.  The  patient  was  examined  under 
chloroform,  when  the  uterus  was  found  to  be  retroverted,  ii.xed,  and 
pushed  over  to  the  left  by  a  firm  swelling,  which  occupied  the  right 
half  of  the  pelvis.  The  bladder  contained  about  two  drachms  of 
urine  mixed  with  particles  of  fa-cal  matter.  The  sound  passed 
into  the  viscus  2^  inches  in  the  right,  while  in  the  left  it  passed 
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nearly  its  ■whole  length.  A  finger  introduced  into  the  rectum 
recognised  a  band  of  thickened  cellular  tissue  surrounding  the 
rectum  at  a  point  about  a  finger's  length  from  the  anus. 

Immediately  beyond  this  constricted  portion  the  sound  was  felt 
coming  through  a  valvular  slit  in  the  bowel.  The  ampulla  was 
widely  distended  with  urine.  The  finger  could  be  passed  through 
the  above-mentioned  opening  in  the  bowel,  and  could  feel  tlie 
bared  surface  of  a  firm  tumour,  apparently  situated  between  the 
layers  of  the  right  broad  ligament.  The  retroverted  uterus  was 
behind  and  to  tlie  left  of  the  bowel  perforation. 

Two  interesting  points  are  manifest  in  this  case.  The  first  is 
the  apparent  cause  of  the  fistula.  This,  as  far  as  can  be  ascertained 
from  the  imperfect  history  and  from  the  physical  signs,  would 
indicate  that  an  abscess  had  formed  in  connexion  with  the  tumour 
in  the  celhilar  tissue,  and  that  the  pus  had  found  its  way  simul- 
taneously into  tlie  bladder  and  rectum.  The  fistulous  tract  was 
evidently  extra-peritoneal,  its  course  being  from  the  left  side  of 
the  bas-fond,  past  the  left  side  of  the  cervix  on  to  the  rectum. 

The  second  point  of  interest  is  the  manner  in  which  the 
ampulla  of  the  rectum  performed  the  office  of  a  urinary  reservoir. 
That  the  patient  was  able  to  retain  urine  in  the  rectum  for  hours 
at  a  time  showed  that  the  anal  sphincter  was  equal  to  take  in 
itself  the  duties  of  tlie  neck  of  the  bladder. 

In  cases  of  injury  to  the  vesical  neck,  where  there  has  been 
extensive  sloughing,  and  where  obliteration  of  the  vagina  has  not 
been  sufficient  to  prevent  constant  dribbling  of  urine,  Baker- 
Brown  and  others  have  made  an  artificial  recto-vaginal  fistula,  so 
as  to  transpose  the  function  of  the  bladder  to  the  rectum.  Fritsch 
mentions  two  patients  operated  on  in  this  way,  who  passed  their 
urine  through  the  anus  without  the  least  inconvenience. 

With  regard  to  treatment  in  Mrs  Il.'s  case,  it  was  my  intention 
to  open  the  bladder  by  the  supra-pubic  method,  and  close  the 
mouth  of  the  fistula  by  means  of  sutures,  but  the  patient  would 
consent  to  no  operative  interference. 


Br  J.  W.  Ballantyne  was  of  ojiinion  that  the  case  recorded  by 
Dr  Brewis  was  an  unusually  interesting,  and,  so  far  as  he  knew,  a 
unique  one.  It  seemed  difficult  to  understand  in  what  manner 
the  vesico-rectal  fistula  had  formed.  It  may  have  been,  as  Dr 
Brewis  suggested,  that  an  abscess  burst  simultaneously  into  both 
rectum  and  bladder,  but  he  was  inclined  to  think  that  it  was  more 
likely  that  an  opening  occurred  first  into  the  rectum,  that  this 
insufficiently  drained  the  abscess,  either  because  it  was  not  situated 
at  the  most  dependent  part  or  on  account  of  its  valvular  character, 
and  that  consequently  the  pus  burrowed  in  another  direction  and 
found  an  exit  through  the  bladder.  It  was  also  possible  that 
there  may  have  been  two  suppurative  centres,  one  of  which 
opened  into  the  rectum  and  the  other  into  the  bladder,  and  that 
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these  later  became  continuous  with  each  other  by  tlie  breakiii*,' 
down  of  the  tissue  between  the  two  pus  cavities.  The  extra" 
ordinary  wandering  of  pus  in  the  celhilar  tissue  was  well  known,  and 
Dr  Ballantyne  had  recently  read  tlie  notes  of  three  cases  l)y  Skene 
in  which  the  pus  from  a  pelvic  abscess  passed  upwards,  burrowed 
under  the  diaphragm,  and  ultimately  opened  into  a  bronchus. 

Professor  Simpson  thought  Dr  Brewis's  case  was  very  interesting, 
well  recorded,  and  worthy  of  record.  He  had  seen  cases  where 
pelvic  abscesses  opening  both  into  bowel  and  bladder  had  led  to 
the  formation  of  fistulous  tracks  between.  In  a  case  he  (Prof. 
Simpson)  had  under  his  care  many  years  ago,  such  a  communica- 
tion had  been  established.  It  differed  from  Dr  Brewis's  rare 
case  in  that  the  fsecal  matter  came  into  the  bladder,  whilst  there 
was  no  passage  of  urine  into  the  bowel.  It  healed  up  under  the 
application  of  nitrate  of  silver  to  the  vaginal  roof. 


Meeting  II. — December  13,  1893. 
Dr  A.  H.  Freeland  Barbour,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  duly  elected  Fellows  of  the 
Society  :— Cuthbert  Christy,  M.B.,  CM. ;  Eobert  Hutchison,  M.B., 
CM.;  J.  G.  Cattanach,  MB.,  CM.;  Georoe  Elder,  M.B.,  CM.; 
A.  M.  Easterbrook,  M.B.,  CM. ;  and  W.  H.  M'Kinlay,  M.D. 

II.  Dr  N.  T.  Brevns  showed — (1.)  An  example  of  supposed 
TUBAL  GESTATION,  whicli  he  had  removed  from  a  patient  three 
weeks  ago. 

Hisfory. — Mrs  M'K.,  ffit.  29,  married  nine  years,  had  had  two 
children,  the  younger  seven  years  ago,  was  admitted  into  Cam- 
bridge Street  Home  for  Women  on  4th  November  1893,  complaining 
of  constantly  recurring  spasmodic  pains  in  the  right  iliac  region. 
Erom  the  birth  of  her  last  child  till  July  of  this  year  the  patient 
menstruated,  without  pain,  regularly  every  month,  the  discharge 
lasting  a  week.  In  August  and  September  the  periods  recurred 
at  the  expected  time  and  were  painless,  but  the  discharge  on  each 
occasion  was  much  less  than  usual.  A  day  or  two  after  the  How 
in  September  had  ceased  she  was  seized  with  violent  pains  of  a 
spasmodic  character  in  the  right  side  of  the  lower  abdomen.  The 
pains  lasted  one  or  two  hours  at  a  time,  then  they  disappeared  for 
a  variable  period,  sometimes  one  or  two  days,  but  only  to  recur 
with  increased  severity.  These  pains  continued  at  intervals  till 
her  operation.  In  the 'last  week  of  October,  exactly  a  month  after 
her  previous  period,  menstruation  recurred.  On  this  occasion  she 
passed,  along  with  a  large  quantity  of  clotted  blood,  an  entire  cast 
of  the  uterine  cavity.  On  j^hi/sical  examination  the  vagina  and  the 
vaginal  portion  of  tlie  cervix  were  found  to  be  soft.     The  uterus 
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was  slightly  enlarged  and  displaced  to  the  left.  Througli  the  right 
lateral  fornix,  in  the  position  of  tlie  right  Fallopian  tube,  an  irregu- 
larly shaped  senii-fiuctuating  mass  larger  than  a  duck's  egg  was  felt. 

From  the  history  and  the  physical  examination  it  was  inferred 
that  an  extra-uterine  gestation  existed  in  the  right  Fallopian  tube, 
and  as  the  swelling  felt  tense,  it  was  thought  that  its  early  removal 
was  desirable.  The  abdomen  was  opened  on  November  20th. 
The  peritoneum  was  thick  and  vascular.  The  omentum  was 
adherent  to  the  parietal  peritoneum,  and  had  to  be  ligatured  and 
divided.  In  the  abdominal  cavity  was  a  considerable  quantity  of 
dark  blood  and  a  number  of  clots.  The  bowels  were  matted 
together.  The  tube  was  adherent  to  bladder,  uterus,  and  omentum 
by  thick,  vascular,  soft  adhesions.  After  freeing  tlie  tube  from 
surrounding  attachments  it  was  ligatured  close  to  the  uterus,  and 
the  ovary  and  greater  part  of  the  tube  removed.  The  fimbriated 
extremity  was  closed  and  curved  over  the  ovary.  The  outer  two- 
thirds  of  the  tube  were  distended  by  a  tense  swelling,  and,  along 
with  the  ovary,  were  adherent  to  the  posterior  surface  of  the  broad 
ligament  and  uterus.  Their  separation  from  these  parts  left  a 
broad  raw  bleeding  surface,  the  oozing  of  which  was  in  a  great 
measure  stopped  by  the  application  of  an  iron  styptic.  Tlie 
abdomen  was  flushed  with  water,  and  a  drainage-tube  introduced. 
The  patient  recovered  without  a  bad  symptom. 

This  case  presented  a  number  of  interesting  points,  one  or  two  of 
which  were  briefly  alluded  to.  When  the  abdomen  was  opened  a 
quantity  of  dark  blood  was  found  in  it,  and  yet  the  swelling  was 
practically  intact.  The  presence  of  the  blood  was  evidently  the 
cause  of  the  matting  of  the  abdominal  contents.  From  two  points 
on  the  posterior  surface  of  the  swelling  a  gentle  oozing  of  blood 
was  noticed  at  the  time  of  the  operation.  This  gradual  escape  of 
blood  and  its  effect  upon  the  surrounding  parts  was  evidently  an 
effort  on  the  part  of  Nature  preparatory  to  complete  rupture,  which 
would  sooner  or  later  take  place,  to  confine  the  haemorrhage  to  a 
limited  space  in  the  abdominal  cavity.  It  explained  also  how  a 
rupture  might  take  place  without  the  patient  experiencing  more 
than  severe  pain  and  faintness  at  the  time  of  its  occurrence. 

On  looking  at  a  section  of  the  swelling  it  was  noted  that 
the  dilated  tube  was  closed  at  its  outer  end  and  filled  with 
coagulated  blood,  and  that  the  greater  part  of  the  blood  had 
escaped  from  the  tube  and  was  lying  between  the  layers 
of  the  broad  ligament.  Though  rupture  had  not  taken  place, 
it  might  be  concluded  from  the  specimen  that  if  the  case 
had  been  left  alone  rupture  would  have  taken  place  into  the 
peritoneal  cavity.  It  therefore  shows  that  the  tube  may  first 
rupture  into  the  broad  ligament,  and  subsequently  into  the 
abdominal  cavity. 

The  spasmodic  colicky  nature  of  the  pains  were  probably  due  to 
the  escape  of   blood  and  the   increased   distention   from   time   to 
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time.  Willi  regard  to  the  nature  of  tlie  swelling,  there  was  little 
doubt  that  further  examination  would  show  that  it  was  a  case  of 
extra-uterine  gestation.  The  fcetus  was  not  to  be  seen  in  the 
section,  but  it  might  be  found  after  being  further  cut  into.  The 
absence  of  the  foetus,  however,  did  not  disprove  gestation,  as  it 
might  have  been  absorbed.  The  cast  of  the  entire  cavity  of  the 
uterus,  showing  well-marked  decidual  cells,  might  in  itself  be 
considered  pathognomonic. 

(2.)  Decidual  cast  of  uterine  cavity  from  the  case  of  supposed 
tubal  gestation  above  mentioned. 

(3.)  Microscopic  sections  of  decidual  CAsrs  from  two  cases 
of  extra-uterine  gestation,  and  from  one  case  of  so-called  "  mem- 
branous dysmenorrhcea." 

(4.)  A  SMALL  ovarian  tumouk  which,  before  removal,  presented 
some  of  the  clinical  features  of  movable  kidney. 

(5.)  Two  examples  of  pyosalpinx,  one  of  h.^matosalpinx,  and 
one  of  CYSTIC  disease  of  the  ovary. 

(6.)  A  cyst  removed  from  the  right  side  of  the  lower  third  of 
the  vagina. 

III.  Dr  Haultain  showed  a  cyllosomatous  foetus,  with  well- 
marked  male  pseudo-hermaphroditism  ;  and  also  a  FCETUS  on  which 
there  were  well-marked  signs  of  adhesions  of  the  amnion,  causing 
anencephalons  and  amputation  of  many  phalanges  on  both  hands. 
Several  of  the  fingers  were  united  together  in  a  webbed  fashion. 

IV.  DrJ.  W.  Ballantyne  exhibited— (1.)  A  specimen  of  the  fcetus 
COMPEESSUS  ok  papyraceus,  wluch  Dr  Herbert  C.  Male  had  kindly 
sent  to  him  from  Essex.  The  following  were  the  clinical  notes  of 
the  case: — The  mother,  a  ix.-para,  set.  40,  5  ft.  3  in.  in  height,  was 
of  good  constitution,  of  active  and  temperate  habits,  and  was 
situated  in  favourable  surroundings.  She  had  had  no  serious 
illnesses,  and  was  in  no  way  deformed.  Menstruation  was  regular 
in  type,  lasting  about  six  days.  She  was  married  when  21.  There 
was  no  affection  of  uterus  or  annexa.  She  had  had  eight  previous 
pregnancies,  two  of  which  had  resulted  in  the  birth  of  twins  (ten 
chifdren) ;  the  labours  had  in  many  of  the.se  been  normal,  but 
twice  forceps  were  required ;  and  the  first  pair  of  twins  and  one 
of  the  second  pair  presented  by  the  breech.  During  the  present 
pregnancy  (the  ninth)  she  was  greatly  troubled  with  sickness,  and 
felt  more  languid  and  ill  than  in  any  previous  gestation.  When 
about  two  and  a  half  months  pregnant  she  was  seized,  without 
known  cause,  by  violent  sickness,  which  lasted  Ibr  twelve  hours, 
but  was  not  accompanied  by  uterine  pain  or  discharge.  She  had 
no  shock  or  fall  during  her  pregnancy,  and  the  foetal  movements 
were  felt  strongly  throughout.  The  confinement  was  at  the  full 
time,  and  norm°al ;  a  healthy,  well-formed  living  male  child  was 
born  first  (it  was  the  largest  at  birth  of  all  her  children),  then  the 
placenta  and  membranes  were  expelled  ;  ar.d  on  the  outer  surface 
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of  the  latter,  near  to  the  placental  border,  Dr  Male  noticed  a  fatty 
thickening  with  a  movable  substance  inside  it.  On  making  an 
incision  into  it,  Dr  Male  found  the  little  flattened  foetus  with  a 
small  quantity  of  liquor  amnii.  The  amount  of  liquor  amnii 
accompanying  the  normal  twin  was  moderate.  Tiie  progress  of 
the  puerperium  was  interrupted  on  the  nintli  day  by  an  attack  of 
influenza,  lasting  for  four  or  five  days.  The  father  was  a  healthy 
man,  of  good  constitution  and  habits.  With  regard  to  the 
occurrence  of  plural  births  in  the  family  history,  the  only  case 
that  was  known  was  tliat  of  the  father's  grandmother,  who  had 
once  had  twins.  The  flattened  foetus  lay  in  a  flexed  attitude  in  a 
sac  on  the  outer  surface  of  the  membranes  of  the  normal  twin. 
Its  sac  measured  7  cms.  in  length  by  5  cms.  in  breadth,  and  on  the 
outer  surface  was  a  degenerated  fatty-looking  placental  area, 
measuring  10  cms.  by  8  cms.  The  thickness  of  the  placenta  was 
only  3  mms.,  and  it  had  a  yellowish  colour  and  a  firm  consistence. 
Inside  the  sac  the  foetus  was  seen  with  the  umbilical  cord  wound 
once  round  its  body ;  the  face  looked  directly  backwards  over  the 
shoulder,  whilst  the  limbs  were  flexed  on  the  anterior  surface  of 
the  trunk ;  in  its  flexed  attitude  the  foetus  measured  5'5  cms.  in 
length  by  3  cms.  in  breadth,  and  had  a  thickness  of  only  2  or  3 
nniis.  The  umbilical  cord  was  11  cms.  long,  was  thin  but  not 
twisted,  and  was  inserted  near  the  end  of  the  sac  in  which  the 
head  of  the  foetus  was  situated.  The  eyes  of  the  foetus  could  be 
recognised  as  dark  spots,  and  the  ribs  could  be  seen  shining 
through  the  skin.  It  is  quite  possible,  judging  from  the  size  of  the 
foetus,  that  its  death  and  subsequent  flatteniug  may  have  occurred 
synchronously  with  the  severe  attack  of  vomiting  between  the 
second  and  third  months  of  pregnancy. 

(2.)  Photographs  of  the  external  and  internal  appearances  of  an 
ANENCEPHALic  FOETUS,  whicli  had  Occurred  in  the  practice  of  Dr 
E.  Coleman  Moore,  who  had  kindly  furnished  him  with  the  follow- 
ing clinical  notes  : — The  mother,  42  years  old,  a  vii.-para,  is  slightly 
built  but  well  developed,  is  5  ft.  3  in.  in  height,  and  lives  in  com- 
fortable circumstances.  She  had  whooping-cough,  measles,  and 
small-pox  when  a  child,  but  since  then  has  been  healthy,  save  for 
some  dyspepsia.  She  is  not  deformed  in  any  way ;  menstruation 
began  when  15|  years  old,  is  regular  in  type  and  habit,  but  is 
accompanied  by  considerable  pain.  She  has  always  suffered  more 
or  less  from  leucorrhoea.  She  was  married  when  21.  The  pre- 
sent was  her  seventh  pregnancy.  Of  the  six  previous  gestations, 
the  fourth  ended  in  a  miscarriage  at  the  third  or  fourth  month  ; 
but  the  others  went  to  the  full  time.  All  the  children  were  boys, 
and  are  all  alive  now,  aged  19,  16,  13,  6,  and  3  years  respectively. 
In  all  these  pregnancies  she  enjoyed  good  health  ;  but  in  the  present 
one  (her  seventh)  she  was  well  up  to  the  third  month,  and  then  got 
a  severe  fright  (saw  a  neighbour  with  her  face  bruised  and  covered 
with  blood),  which  quite  upset  her.     Eoetal  movements  were  felt 
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at  the  four  and  a  half  montlis,  and  about  that  time  a  sliarp  pain 
began  in  her  right  side,  which  continued,  along  with  indigestion, 
sickness,  and  f'aintness,  till  the  confinement.  About  a  fortni<dit 
before  delivery  it  was  noticed  that  the  abdomen  was  much  more 
distended  than  usual  and  somewhat  pendulous.  Her  previous 
labours  had,  with  one  exception  (forceps),  all  been  easy  and 
natural.  In  the  present  confinement  chloroform  was  "iven  as 
soon  as  it  was  recognised  that  there  was  some  abnormality  about 
the  head.  No  great  traction  was  needed,  although  there  was  some 
delay  in  the  birth'  of  the  shoulders.  There  was  an  enormous 
amount  of  liquor  amnii.  The  puerperium  was  normal  up  to  the 
fifth  day,  when  it  was  interrupted  by  an  attack  of  influenza.  The 
patient,  however,  recovered  from  this,  and  is  now  rapidly  gaining 
strength.  The  placenta,  cord,  and  membran'es  appeared  to  be 
normal,  but  were  not  specially  examined.  The  father  always  had 
good  health,  save  for  an  attack  of  rheumatic  fever  three  years  ago. 
The  mother  has  one  sister,  who  is  the  mother  of  twelve  healthy 
children,  and  three  brothers  living,  but  one  brother  died  at  the 
age  of  8  from  "  water  in  the  head."  The  foetus,  a  female,  had  a 
total  length  of  39  cms.,  whilst  tlie  head  and  trunk  measured  24 
cms.  The  body  and  limbs  were  well  developed  and  normal,  but 
the  head  and  neck  showed  the  usual  anencephalic  deformity. 
(Photograph  shown.)  There  was  spina  bitida  in  the  cervical 
region.  There  was  a  large  amount  of  adipose  tissue.  There  was 
a  groove  indicating  the  position  of  the  neck  anteriorly.  The  head 
was  slightly  bent  towards  the  left  side,  and  therefore,  when  a 
mesial  vertical  frozen  section  was  made,  it  was  found  tliat  in  the 
upper  part  of  the  head  the  saw  had  passed  to  the  right  of  the 
middle  line  through  the  right  eye.  The  length  of  the  spinal 
column  (following  the  curves)  was  19  cms.  The  section  showed 
that  all  the  vertebial  bodies  were  present,  but  that  the  spines  and 
arches  of  the  upper  five  cervical  were  wanting  (constituting  the 
spina  bifida).  The  cervical  part  of  the  spine  curved  backwards  and 
upwards  beneath  the  basis  cranii  (the  vault  was  quite  absent),  and 
so  there  was  a  marked  concavity  posteriorly  in  the  cervical  region. 
The  dorsal  spine  was  fairly  straight,  but  the  sacrum  showed  a 
greater  inclination  backwards  than  is  usual.  The  parts  in  the 
neck  showed  some  displacement:  the  hyoid  bone  lay  in  front  of, 
and  in  contact  with,  the  upper  part  of  the  larynx,  aiul  opposite  to 
the  seventh  cervical  vertebra  (instead  of  the  third  cervical,  as  is 
normal) ;  the  larynx  was  also  at  a  much  lower  level  tlian  normal, 
lying  opposite  to  the  seventh  cervical  and  the  first  and  second 
dorsal  vertebr£B ;  the  thyroid  gland  lay  at  the  level  of  the  second 
dorsal  body,  and  was  in  contact  with  the  upper  border  of  the 
thymus  gland  ;  and  the  sternum,  which  contained  one  centre  of 
ossification,  had  its  upper  border  at  the  level  of  the  third  dorsal 
vertebra.  The  heart,  however,  liad  its  usual  vertical  extent,  lying 
opposite  to  the  fifth,  sixth,  seventh,  eighth,  and  upper  part  of  the 
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ninth  dorsal  vertebrse.  The  pylorus  was  at  the  level  of  the  first 
lumbar  vertebra.  The  caecum,  ascending  and  transverse  colon, 
were  enormously  distended  with  dark-green  meconium ;  the  rest 
of  the  intestine  was  narrow.  The  other  viscera  seemed  normal ; 
tlie  uterus  was  markedly  anteverted.  The  spinal  cord  existed 
below  the  level  of  the  sixth  cervical  vertebra. 


V.  NOTE  ON  A  CASE  OF  DOUBLE  RUPTURE  OF  THE 
MEMBRANES. 

By  A,  H.  Freeland  Barbour,  M.D. 

The  following  case,  in  which  one  portion  of  the  membranes 
presented  and  ruptured,  with  prolapse  of  the  cord  through  the  rent, 
and  then  the  foetus  was  born  through  another  rent,  is  unique. 

To  Dr  Elder,  who  had  charge  of  the  case  at  the  Maternity  Hos- 
pital, I  am  indebted  for  the  following  facts : — The  patient  was 
admitted  with  a  history  of  haemorrhage  requiring  plugging  of  the 
vagina.  There  was  nothing  worthy  of  note  in  her  former  confine- 
ments, and  she  was  now  six  and  a  half  months  gone.  During  two 
days  in  hospital  there  was  oozing,  which  became  considerable,  though 
there  were  no  gushes  of  blood.  The  cervix  dilated  slowly,  and  a  loop 
of  cord  was  felt  through  the  unruptured  membranes.  An  attempt 
at  bipolar  version  was  made,  but  was  unsuccessful,  and  the  cervix 
was  then  dilated  with  Barnes's  bag  No.  1.  On  removal  of  the  bag 
there  was  a  considerable  gush  of  blood,  and  the  membranes  pro- 
truded at  the  vulva.  They  were  ruptured,  and  a  loop  of  cord  pro- 
lapsed, which  pulsated  feebly.  A  second  bag  was  introduced  to 
continue  the  dilatation  of  the  cervix.  On  its  removal  a  bag  was 
placed  in  the  vagina. 

It  was  at.  this  stage  that  I  saw  the  case.  On  removing  the  bag 
I  found  the  head  descending,  with  a  loop  of  cord  beside  it.  I 
delivered  it  rapidly  with  forceps.  On  delivering  the  membranes 
I  found  this  curious  condition : — The  cord,  passing  from  the  foetus 
through  the  rent  (a)  through  which  the  fcetus  had  been  born,  hung 
down  as  a  congested  loop  through  another  rent  (h)  in  the  mem- 
branes. The  rent  through  which  the  cord  prolapsed  is  at  the 
opposite  pole  of  the  ovum  from  the  placenta ;  that  through  which 
the  foetus  was  born  is  between  it  and  the  placental  margin. 

I  have  not  been  able  to  find  a  case  of  double  rupture  of  such  an 
extensive  nature.  Ribemont's  interesting  paper  on  Eupture  of  tlie 
Membranes  deals  with  experiments  made  to  determine  the  force 
required  to  rupture  them  ;  and  the  plates  that  he  gives  of  the  various 
forms  of  rupture,  and  which  Tarnier  reproduces  in  his  Traitc  de 
VArt  dcs  Accouchemc7its,  represents  only  the  various  forms  of  rupture 
produced  experimentally.  Budin,  in  his  Clinique  Ohstctrimle,  refers 
to  double  rupture  as  explaining  the  cases  of  gradual  fiowing  away 
of  the  liquor  amnii.     A  minute  rupture  takes  place  high  up,  from 
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which  the  liquor  amnii  drains  away  while  the  presenting  bag  of 
membranes  persists.  I  liave  examined  the  membranes  carefully 
on  many  occasions,  and  liave  once  found  a  minute  rupture  such  as 
Budin  describes,  lying  an  inch  or  so  from  tlie  larger  rent. 

This  case  is,  however,  of  a  difierent  nature :  and  the  explana- 
tion of  it  is  not  quite  clear.  The  placenta  must  have  been  situated 
low  down  in  the  uterus,  as  the  rent  in  the  membranes  by  which 
the  foetus  passed  extends  up  to  it.  I  do  not  think  it  was  praivia, 
as  the  margin  of  the  placenta  is  intact. 

The  protrusion  of  the  unruptured  membranes  at  the  vulva 
implies  that  they  had  been  stripped  off  the  whole  interior  of  tlie 
uterus.  When  the  membranes  rupture  at  the  usual  time,  they  are 
only  stripped  off  the  lower  segment  of  the  uterus  during  the  first 
and  second  stages  of  labour.  This  was  first  demonstrated  by 
Chiari's  section,  and  confirmed  by  the  section  made  by  Dr  Webster 
and  myself.  But  when  the  membranes  descend  unruptured  to  the 
vulva,  they  must  be  stripped  off  the  whole  of  the  interior  of  the 
uterus.  Hence  the  part  of  the  membranes  ruptured  in  this  case 
was  not  the  part  opposite  to  the  os  internum,  but  at  the  opposite 
pole  from  the  placenta.  The  fact  that  the  fcetus  was  not  born 
through  this  rent,  but  ruptured  the  membranes  at  a  second  place 
between  the  original  rent  and  the  placenta,  was  probably  due  to 
the  Barnes's  bag  displacing  the  membranes  so  as  to  bring  a  new 
portion  over  the  os  internum. 


Prof.  Simpson  thought  the  case  an  interesting  one  from  its 
rarity,  and  well  worthy  of  being  recorded.  He  had  had  an 
opportunity  of  seeing  the  patient  and  the  preparation  at  the  time, 
and  could  not  understand  how  the  double  rupture  of  tlie  mem- 
branes had  been  produced,  unless  there  had  been  some  displace- 
ment during  the  manipulations  with  the  hydrostatic  dilator.  The 
record  of  this  case  would  lead  to  more  careful  observation  as  to 
the  conditions  under  which  double  rupture  of  the  membranes  may 
occur. 

Dr  Barhour  replied. 


Vr.  NOTE   ON   A   CASE   OF   UNUSUAL  POSITION   OF   THE 
PROMONTORY  MARK  ON  THE  FCETAL  HEAD. 

By  A.  H.  Fkeeland  Barbour,  M.D. 

In  our  Transactions  for  1878-79,  Prof.  Simpson  reported  an 
interesting  case  of  a  promontory  mark  in  an  unusual  position, 
viz.,  a  vertical  furrow  over  the  right  half  of  the  frontal  bone 
The  case  I  now  record  is  in  another  unusual  position,— a  horizontal 
depression  above  the  ear  (see  Figure).     The  cases  form  an  mter- 
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esting  comparison,  because  they  both  occurred  in  the  same  form 
of  pelvis. 

The  usual  form  of  the  promontory  mark  is  a  vertical  furrow  in 
front  of  the  ear.  Its  position  and  direction  are  definite  and  charac- 
teristic. The  promontory  mark  is  specially  related  to  the  flat 
ricketty  pelvis,  and  is  definite  and  characteristic,  because  that 
pelvis  has  its  definite  and  characteristic  mechanism.  The  head 
lies  transverse  and  partially  extended,  and  passes  the  contracted 
brim  by  a  substitution  of  the  shorter  bi-temporal  for  the  longer 
bi-parietal  diameter;  so  that  the  broader  part  of  the  head  passes 
to  one  side  of  the  promontory,  where  there  is  room  for  it.  And 
though  the  ricketty  mechanism  seems  at  first  sight  to  be  the 
opposite  of  the  justo-minor  one,  inasmuch  as  extension  takes  the 
place  of  flexion,  the  opposition  is  only  apparent.  They  can  be 
reduced  to  a  common  fornnda :  in  both  there  is  substitution  of  a 
shorter  for  a  longer  diameter.     What  makes  the  difference  is  that 


in  the  one  mechanism  you  are  dealing  with  the  transverse  diameter 
of  the  head,  in  the  other  with  the  antero-posterior ;  and  that  this 
substitution  iniplies  extension  in  the  one  case  and  flexion  in  the 
other.  The  ricketty  mechanism  is  therefore  definite,  its  rationale 
being  the  same  as  that  of  the  justo-minor,  and  the  promontory 
mark  is  in  a  definite  place,  at  the  posterior  end  of  that  diameter 
which  engaged  in  the  conjugate  at  the  end  of  the  bi-temporal  dia- 
meter. A  vertical  furrow  here  is  the  characteristic  promontory 
mark. 

What  is  the  explanation  of  the  unusual  position  of  the  mark  in 
this  case  ?  It  is  above  the  ear  instead  of  in  front,  and  runs  back- 
wards instead  of  upwards. 

The  pelvis  was  not  a  flat  ricketty,  but  aflat  justo-minor, — that  is, 
a  justo-minor  with  a  projecting  promontory.  The  measurements 
were — inter-spinous,  9|  inches  ;  inter-cristal,  10^  inches  ;  external 
conjugate,  1\  inches  ;  diagonal  conjugate,  4|  inches  ;  in  fact,  it  was  a 
pelvis  similar  to  the  one  I  show  you  here.    The  shortened  diameters 
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of  the  false  pelvis  show  that  it  was  justo-minor.  The  external 
conjugate  would  not  lead  one  to  suspect  that  the  internal  would  be 
contracted  ;  but  it  was  so  distinctly,  showing  that  while  an  external 
conjugate  below  7^  inches  means  an  internal  conjugate  of  less  than 
4  inches,  the  complementary  statement  is  not  true:  with  7i  inches 
external  conjugate  the  internal  was  below  3|  inclies.  And  it  is 
noteworthy  that  with  a  diagonal  of  4|  inches,  the  true  conjugate 
was  less  than  3f  inches, — that  is,  that  you  must  sometimes  sub- 
tract more  than  half  an  inch  in  a  justo-minor  pelvis.  That  is  the 
case  with  this  pelvis  I  show  you ;  and  it  was  so  in  this  patient. 
The  distinctness  with  whicli  you  could  feel  the  promontory,  the 
difficulty  of  the  labour  (granting  that  it  was  a  brow  case),  and  the 
promontory  mark,  taken  all  together,  prove  this. 

The  peculiar  position  of  the  mark  is  due  to  the  fact  of  its  being 
a  brow  presentation.  In  Dr  Elder's  record  of  the  case  he  says : — 
"  Patient  was  admitted  to  hospital  at  eight  o'clock  with  history 
that  membranes  had  ruptured  at  noon.  She  was  brought  by  Dr 
Haig  Ferguson,  who  said  that  from  a  cursory  examination  he  sus- 
pected a  contracted  pelvis.  She  had  been  cldoroformed,  and  after 
admission  was  kept  under  the  influence  of  it.  Head  was  found 
presenting,  anterior  fontanelle  in  centre,  head  lying  transversely ; 
to  the  left  could  be  felt  orbital  ridges,  eyes,  and  nose  ;  to  the 
right,  the  sagittal  suture,  but  posterior  fontanelle  could  not  be 
reached.  Tlie  anterior  parietal  bone  was  firmly  pressed  against 
symphysis  in  front,  and  at  lower  level  than  posterior.  Behind, 
there  was  plenty  of  room  in  the  lower  part  of  the  pelvis ;  though, 
above,  tlie  promontory  of  the  sacrum  was  felt  to  be  jutting  for- 
wards to  a  very  considerable  extent.  The  hand  on  the  abdomen 
could  feel  the  occiput  on  the  right  side  above  the  brim.  The 
head  was  fixed  firmly  in  the  pelvis,  and  attempts  to  flex  or  rotate 
it  were  useless.  Forceps  were  applied  somewhat  obliquely,  and 
traction  made — left  blade  over  anterior  temporal ;  right,  over 
posterior  parietal. 

"  The  head  came  down  some  distance,  and  seemed  to  rotate  a  little  ; 
face  towards  sacrum.  The  forceps  were  now  practically  useless 
with  the  grasp  they  had,  and  so  they  were  taken  off,  and  hopes 
were  entertained  that  spontaneous  rotation  might  occur.  After  an 
hour,  however,  the  head  was  found  as  before,  and  firmly  fixed,  so 
forceps  were  again  applied,  and  after  much  difficulty  (half  an 
hour's  efforts)  the  head  was  born,  coming  down  to  the  outlet  in  the 
transverse  diameter.  After  the  head  was  born  the  face  rotated  to 
the  front,  a  little  to  the  left,  and  then  the  shoulders  and  rest  of 
child  was  born. 

"  There  was  very  marked  moulding  of  the  head,  nmch  ecchymosis 
on  forehead  where  the  caput  is  well  marked.  Vertex  flattened. 
Occiput  projecting  backward.  On  the  right  parietal  bone  was  a 
very  marked  depression,  just  where  the  euiinence  should  be,  about 
2  inches  long.     '  Child  cried  very  feebly  at   first,  and   reciuired 
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vigorous  stimulation  to  bring  it  well  round.'  This  tracing  of  the 
head  will  give  a  fair  idea  of  its  peculiar  shape  and  of  tlie  position 
of  the  mark.  The  diameters  are — O.M.  5|  inclies,  O.F.  5|  inches, 
S.O.B.  4|  inches,  Bi-P.  4  inches,  Bi-T.  3|  inches."' 

The  reason  for  the  position  of  the  furrow  is  obviously  the  brow- 
presentation  ;  and  I  think  the  brow-presentation  is  due  to  the 
projecting  promontory's  preventing  the  flexion  of  tlie  head,  which 
would  have  been  the  natural  mechanism  for  a  simple  justo-minor 
pelvis. 

The  treatment  was,  I  think,  the  best,  if  not  the  only  one.  Had 
it  been  a  flat  pelvis  with  a  roomy  transverse,  and  the  case  seen  at 
an  earlier  period,  the  question  of  turning  would  have  come  up ;  for 
there  is  no  doubt  that  while  the  axis-traction  forceps  have  made  it 
possible  to  deliver,  and  deliver  easily,  in  cases  where  the  old 
forceps  would  have  failed,  the  principle  of  our  treatment  is  always 
to  follow  the  natural  mechanism.  Now,  a  turned  head  passes  the 
brim  in  precisely  the  same  way  as  the  presenting  head  does ;  and 
you  get  tlie  additional  force  required  for  delivery  by  traction  from 
below  with  pressure  from  above,  while  the  head  engages  with  its 
base,  or  narrowest  part  of  the  wedge,  coming  first.  In  this  case, 
however,  though  the  promontory  was  projecting,  the  pelvis  was 
justo-minor,  and  forceps  was  therefore  indicated. 


Vir.  ON  DILATATION  OF  THE  CERVIX  BY  CHAMPETIER  DE 

RIBES'S  BAG. 

By  F.  W.  N.  Haultain,  M.D.,  F.R.C.P.E.,  Lecturer  on  Midwifery, 
Edinburgh  School  of  Medicine. 

Champetier  DE  KiBEs's  BAG,  the  instrument  whose  use  it  is  my 
intention  to  bring  before  you,  lias  been  fully  and  carefully  described 
in  the  Annales  de  Gynecologie,  1888,  and  has  been  used  in  France 
by  Pinard  and  others  with  great  success.  For  some  reason  or 
other  its  adoption  in  this  country  has  been  very  limited,  and  here 
in  Edinburgh  I  am  not  aware  of  it  ever  having  been  used  at  all, — 
a  conviction  which  is  strongly  supported  by  the  absolute  want  of 
knowledge  of  its  existence  displayed  by  the  instrument-makers 
when  I  inquired  about  one  eighteen  months  ago. 

After  some  practical  experience  of  its  use,  I  have  found  it  to 
prove  a  most  useful  and  reliable  obstetric  appliance,  and  therefore 
take  this  opportunity  of  bringing  it  under  your  notice,  so  that 
perhaps  I  may  induce  some  to  give  it  the  trial  which  I  feel  certain 
it  deserves  and  will  fully  repay. 

The  instrument  simply  consists  in  a  silk  bag  covered  by 
india-rubber,  which,  when  distended,  assumes  the  definite  shape 
of  an  inverted  cone,  measuring  at  its  base  about  3|  inches  in 
diameter. 

For  the  purpose  of  introducing  the  dilator,  a  pair  of  separable 
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forceps  have  been  devised,  which  are  of  great  value  when  tlie 
initial  dilatation  is  not  greater  than  the  diameter  of  a  shilling;  but 
when  larger  than  this,  the  introduction  of  the  bag  can  be  most 
conveniently  performed  by  means  of  a  pair  of  ordinary  curved 
vaginal  forceps. 

The  not  inconsiderable  dimensions  of  the  collapsed  bag  make  it 
necessary  that  a  certain  amount  of  initial  dilatation  requires  to  be 
present  before  introduction  can  be  attempted,  the  amount  neces- 
sary being  slightly  larger  tlian  the  diameter  of  a  shilling;  or,  in 
other  words,  the  os  requires  to  admit  one  finger  fairly  easily. 

Before  introduction  the  bag  should  be  crumjjled  into  as  small  a 
compass  as  possible  and  thoroughly  oiled.  It  is  then  grasped  by  tiie 
application  forceps  and  slowly  pushed  through  the  cervix  till  at 
least  a  half  has  passed  the  os  internum. 

The  forceps  are  now  loosened,  and  partial  distention  (by  means 
of  warm  water  pumped  in  by  an  ordinary  Higginson  syringe)  com- 
menced ;  the  forceps  are  now  withdrawn  and  full  distention  com- 
pleted, this  being  estimated  by  a  known  number  of  syringefuls 
being  necessary. 

As  the  bag  distends  it  becomes  accommodated  to  the  surround- 
ing parts  and  adapteil  to  the  existing  degree  of  cervical  dilatation 
existing,  its  curved  shape  allowing  it  easily  to  lie  on  the  axis  of 
the  pelvic  brim. 

From  the  large  size  of  the  bag,  the  pressure  on  the  presenting 
part  must  necessarily  be  considerable,  and  thus  tend  to  displace- 
ment,— a  disadvantage  which  will  be  considered  later. 

Before,  however,  considering  in  detail  the  advantages  and  dis- 
advantages of  the  instrument  from  a  theoretical  standpoint,  I  will 
shortly  relate  three  cases  of  abnormal  labour  in  which  I  used  it 
with  marked  benefit. 

Case  I. — Primipara,  with  flat  non-rachitic  pelvis;  C.  V.  3^; 
membranes  ruptured  for  two  days  ;  os  uteri  admits  easily  one 
finger;  pains  at  first  fitful  and  irregular,  but  for  tlie  last  three 
hours  stronger  and  more  regular;  foetal  head  in  transverse  of  pelvis 
movable  and  extended  above  the  brim.  Bag  introduced  compara- 
tively easily,  and  in  three  hours  expelled  through  cervix  ;  forceps 
were  now  applied  and  delivery  completed. 

Case  II.— Mrs  M.,  multipara.  Membranes  ruptured  one  and  a 
half  hour;  os  uteri  size  of  florin;  presentation  IlM.P.,  with  cord 
prolapsed  and  pulsating  ;  pains  strong.  The  cord  was  returned  by 
postural  method,  but  "pro'^H^sed  again  immediately.  I  now  re- 
turned the  cord  again  and  introduced  Champetier's  bag,  which 
was  driven  through  cervix  in  one  and  a  half  hour;  version  was 
then  at  once  performed,  and  a  living  child  born. 

Case  III.— Multipara;  sixth  child;  vertex  E.O.r.;  membranes 
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ruptured  four  days ;  pains  irregular,  weak,  and  painful ;  os  nteri 
slightly  less  than  florin,  the  edges  being  thick,  hard,  and  irregular. 
Dilator  introduced,  immediately  after  which  a  few  strong  pains 
occurred,  but  no  appreciable  progress  could  be  noted  after  three 
hours.  Intermittent  tractions  on  the  bag  were  now  attempted, 
and  considerable  advancement  in  dilatation  occurred ;  but  as  the 
patient  became  fretful,  I  put  her  deeply  under  chloroforu)  and 
assisted  dilatation  with  the  fingers,  the  distended  bag  forming  a 
most  excellent  point  of  resistance  for  this  manoeuvre.  In  half  an 
hour  the  os  was  fully  dilated,  and  subsequent  delivery  by  forceps 
easily  accomplished. 

As  a  dilator  the  bag  seems  to  be  formed  on  scientific  principles, 
as  from  its  shape  it  closely  corresponds  witii  the  normal  bag  of 
forewaters,  for  which  it  forms  a  most  excellent  substitute,  as  I  have 
practically  proved  on  more  tlian  one  occasion. 

But  as  a  simple  substitute  for  the  normal  membranes  its  benefits 
as  a  dilator  are  by  no  means  exhausted,  because  when  rapid  and 
more  forcible  dilatation  is  required  it  is  of  great  service  in  forming 
a  most  efficient  point  of  resistance  to  the  finger  in  performing 
digital  dilatation. 

Further,  by  making  traction  on  the  bag  considerable  assistance 
can  be  given  to  feeble  uterine  contractions,  and  even  dilatation 
attained  where  they  are  entirely  absent. 

Although  the  main  function  of  the  instrument  is  as  a  dilator,  it 
must  undoubtedly  act  beneficially  in  cases  where  the  membranes 
have  been  long  ruptured,  by  preventing  compression  of  the  soft 
parts  between  the  presenting  head  and  the  pelvis,  through  forming 
a  basis  upon  which  the  fcetal  head  rests.  This  action  upon  the 
presenting  part  where  exaggerated,  although  forming  one  of  the 
stated  objections  to  the  use  of  the  bag,  must  be  looked  upon  in 
some  cases  as  of  distinct  value,  as  is  well  exemplified  in  Case  II., 
where  compression  of  the  cord  was  thus  avoided. 

To  discourse  fully  upon  the  various  conditions  in  which  this 
instrument  may  be  indicated  is  of  course  entirely  beyond  the 
scope  of  this  paper ;  but  there  are  some  special  indications  which, 
I  think,  are  worthy  of  special  notice. 

First,  as  an  inducer  of  premature  labour  the  bag  undoubtedly 
owes  its  existence,  and  in  this  operation  it  has  been  very  largely 
employed  in  France  by  Pinard  and  others,  who  have  fully  dis- 
cussed its  merits. 

The  statistics  show  that  in  40  cases,  in  23  the  child  was  born  in 
from  six  to  twelve  hours;  in  7,  from  twelve  to  twenty-four;  in  10, 
from  twenty-four  to  forty-eight.  These,  if  compared  with  similar 
statistics  compiled  by  Leopold,  which  show  over  eighty  hours 
as  the  average  duration  required  for  expulsion  by  Krause's 
catheterization  method,  are  at  once  striking  and  convincing, 
especially  when  it  is  known  that  the  risks  to  the  mother  and 
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cliikl  are  in  no  way  increased.  Naturally,  before  introduction 
a  slight  amount  of  dilatation  is  required.  This  in  nndtipar^e 
can  easily  be  performed  by  the  finger,  but  in  ])rinnparse  requires 
more  energetic  measures  by  means  of  tents,  or  Hegar's  and  other 
dilators. 

In  the  introduction  of  the  bag  in  these  cases  it  is  quite  unneces- 
sary that  tlie  membranes  be  ruptured,  but  it  seems  to  me  that 
rupture  of  the  membranes  must  at  all  times  be  safer,  as  separation 
of  the  placenta  and  litemorrhage  would  otlierwise  tend  to  result. 
By  rupture  of  the  membranes,  on  the  other  hand,  no  harm  can 
be  done,  and  the  liquor  amnii  is  prevented  from  escaping,  through 
the  plugging  of  the  cervix  by  the  dilator,  till  the  os  is  fully 
dilated. 

In  abnormal  labour  its  indications  are  manifold,  but  its  adoption 
would  be  specially  valuable  in — 

1.  Accidental  hasmorrhage.  Here  the  membranes  can  be  ruptured 
and  at  the  same  time  an  efficient  substitute  employed,  by  means  of 
which  rapid  dilatation  can  be  attained. 

2.  In  contracted  pelves  of  njinor  degree.  Here  usually  the  mem- 
branes rupture  early,  and  the  head  is  prevented  from  descending  to 
form  a  dilator  for  the  cervix,  but,  resting  on  the  brim,  compresses 
the  intervening  soft  parts. 

By  the  introduction  of  the  dilator  not  only  have  we  an  efficient 
substitute  for  the  dilating  bag  of  forewaters,  but  a  distinct  body  to 
prevent  the  head  from  pressing  injuriously. 

3.  In  shoulder  presentations  with  ruptured  membranes  and  par- 
tially dilated  cervix,  with  prolapse  of  the  arm. 

Here,  unless  severe  and  prolonged  impaction  is  present,  one  can 
usually  replace  the  arm;  and  I  can  think  of  no  more  rational 
method  of  treatinent,  where  immediate  version  is  denied  to  us,  than 
introducing  this  dilator,  thus  at  the  same  time  preventing  im- 
paction and  hastening  dilatation,  to  allow  of  subsequent  internal 
version. 

4  In  cases  of  prolapsus  funis  where  the  coid  can  be  replaced 
and  subsequent  pressure  upon  it  prevented  till  full  dilatation  of 
the  cervix  allows  of  rapid  delivery  by  whatever  means  thought 
expedient.     (Case  II.) 

Doubtless  we  have  had  before  us  an  instrument  of  similar 
characteristics  in  the  Barnes's  fiddle-shaped  hydrostatic  dilators, 
but  Champetier's  bag  seems  to  me  a  distinct  improvement  on 
tliese. 

1.  In  that  it  assumes  a  definite  unchangeable  shape.  Barnes's,  on 
the  other  hand,  from  their  india-rubber  composition  become  easily 
moulded  and  ballooned  in  an  irregular  manner,  which  renders  them 
frequently  inefficacious. 

2.  From  the  strong  nature  of  Champetier's  bag  it  can  be  made 
to  form  an  excellent  point  of  resistance  for  rapid  and  more  forcible 
dilatation  by  the  finger. 
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3.  When  once  introduced  all  further  trouble  is  avoided,  while 
with  Barnes's  various  sizes  have  successively  to  be  adopted, 

4.  It"  on  introduction  in  inducing  labour  the  membranes  be 
ruptured,  Champetier's  dilator  retains  the  liquor  amnii  till  full 
dilatation  is  accomplished,  and  subsequent  manipulations  are  easy, 
while  with  iKirues's  bag  tlie  liquor  amnii  must  escape  when  one 
bag  is  substituted  by  another. 

In  thus  strongly  advocating  the  benefits  of  this  form  of  dilator, 
I  cannot,  on  the  other  hand,  abstain  from  considering  its  disad- 
vantages and  dangers,  if  such  there  be.  In  so  doing,  it  cannot  be 
forgotten  that  the  great  disadvantage  of  the  instrument  is  its  large 
size  vertically,  by  which  on  distention  it  must  necessarily  displace, 
to  some  extent,  the  presenting  part.  This  is  usually  no  doubt  but 
trifling,  and  can  generally  be  corrected  by  external  manipulation, 
but  it  seems  to  me  a  disadvantage  which  could  by  some  means  be 
corrected, — as,  for  instance,  by  making  the  base  of  the  bag  con- 
cave instead  of  convex.  This,  however,  I  must  leave  to  the  in- 
ventive genius  of  some  one  more  qualified  than  myself  in  such 
matters. 

As  regards  any  special  danger  in  using  the  dilator,  the  only  one 
which  suggests  itself  strongly  to  my  mind  is  the  introduction  of  the 
bag  in  cases  where  after  prolonged  labour  the  lower  uterine 
segment  has  become  much  thinned ;  here  its  introduction  may 
be  the  means  of  causing  rupture  of  the  uterus,  otherwise  its 
employment  under  ordinary  antiseptic  precautions  seems  at  all 
times  safe. 

From  the  very  limited  experience  of  the  practical  working  of 
the  instrument  which  I  have  had,  it  may  seem  premature  to  have 
thus  dilated  so  freely  upon  it ;  but  the  little  experience  has  so  con- 
vinced me  of  its  advantages  as  a  valuable  and  scientific  obstetric 
appliance,  that  I  have  taken  this  early  opportunity  of  bringing 
it  more  prominently  before  your  notice,  so  that  perliaps  some  other 
Fellows  of  the  Society  may  be  induced  to  try  it,  and  thus  more 
rapidly  extend  its  practical  considerations  in  a  manner  which  must 
necessarily  be  acquired  but  too  slowly  by  one's  self. 

Prof.  SimjJson  said  all  the  Fellows  were  indebted  to  Dr  Haultaiu 
for  the  demonstration  he  had  made  of  the  value  of  Champetier  de 
Eibes's  dilator.  He  (Prof.  Simpson)  had  sometimes  been  impressed 
by  the  experience  of  Pinard,  and  also  of  some  English  and 
American  obstetricians,  in  the  use  of  this  implement ;  but  had  some- 
how contented  himself  hitherto  with  the  use  of  the  more  familiar 
hydrostatic  dilators.  It  was  clear,  however,  that  this  presents 
advantages  whicli  will  probably  lead  to  its  displacing  tlie  Barnes's 
and  other  bags ;  and  it  was  interesting  to  see  that  Dr  Ellis  of  Bath 
had  already  got  one  of  the  new  dilators  constructed  with  modi- 
fications which  were  probably  not  so  important  as  the  modification 
suggested  by  Dr  Haultain,  of  making   the  upper  end   concave. 
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Whilst  showing  the  advantages  of  the  dilator,  Dr  Haultain  had 
wisely  indicated  some  of  the  drawbacks  to  its  use. 

Dr  Barhoitr  thought  the  difference  between  this  dilator  and  that 
of  Barnes's  was  that  this  one  caused  the  dilatation  to  be  produced 
largely  by  uterine  contractions  forcing  the  wedge  downwards, 
while  Barnes's  actually  stretched  the  cervix.  He  thought  that 
the  material  of  which  it  was  made  was  its  great  advantage.  He 
demurred,  however,  from  the  use  of  it  or  Barnes's  bag  for  accidental 
haemorrhage,  as  Dr  Haultain  had  proposed.  He  thought  the  use 
of  any  instrument  which  plugged  the  cervix  and  concealed  the 
bleeding  was  to  be  deprecated. 

Dr  Haultain  replied. 


Vlir.  THE  RELATION  OF  INFLUENZA  TO  GYNECOLOGICAL, 
OBSTETRICAL,  AND  PEDIATRIC  CASES. 

By  J.  W.  Ballantynb,  M.D.,  F.R.C.P.E.,  F.R.S.E. 

This  is  now  the  fifth  successive  winter  in  which  influenza  has 
come  as  a  most  unwelcome  visitor  to  our  shores ;  and  although  it 
would  seem  to  have  attacked  the  male  sex  with  greater  viridence 
and  with  more  frequently  fatal  effect  than  the  female,  it  has  by 
no  means  spared  the  latter.  To  the  Fellows  of  this  Society  the 
effect  of  influenza  upon  menstruation,  pregnancy,  labour,  and  the 
puerperium  cannot  fail  to  be  of  interest;  and  many  of  us  must 
also  have  had  occasion  to  note  its  occurrence  in  infants  and 
chiLhen,  and  its  influence  as  a  complication  of  some  gynecological 
affections.  It  is  not  with  the  intention  of  adding  much  to  what 
is  already  known  upon  this  subject,  or  of  giving  the  results  of  the 
observation  of  an  unusually  large  number  of  cases,  that  I  have 
brought  forward  this  communication ;  it  is  rather  with  the  view  of 
starting  a  discussion  upon  this  most  interesting  topic,  and  of 
eliciting  from  the  Fellows  details  of  their  experience  and 
practice. 

During  the  last  three  years  there  have  been  several  noteworthy 
contributions  to  our  knowledge  regarding  influenza  in  its  relation 
to  midwifery  and  diseases  of  women.  Gottschalk  (Ccnir.f.  Gijn., 
xiv.  p.  41,  1890;  and  xvi.  p.  49,  1892),  Rudolph  Midler  {Ccntr.f. 
Gyn.,  xiv.  p.  297,  1890),  Amann  {Miinchcner  Med  WurJi.,  Nos.  9 
and  10,  1890),  and  Leclerc  (Inaug.  Diss.,  Sitrasburg.  1891),  in 
Germai 
18f 

Vinay 

and  Addinsell  (Brit.  Med.' Jour n.",  July  22,  1893),  in  England,  liave 
all  written  on  this  subject.  Farther,  a  discussion  in  which^  many 
well-known  German  obstetricians  and  gynecologists  (r.f/.,  Siinger, 
Hennig,   Hertzsch,   etc.)  joined,  took   place   at   a   meeting  of   the 


id  10,  1890),  and  Leclerc  (Inaug.  Diss.,  t5trasDurg.  ioyij,  in 
Brmany  ;  A.  Mijnlieff  (Ncderl.  tijdschr.  v.  Genccskundc,  vol.  i., 
590),  in  Holland;  Trossat  {Lyon  Med.,  March  30,  1890),  and 
inay  [Arch,  de  Tocologie,  xix.  pp.  365  and  417,  1892),  in  France  ; 
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Obstetrical  Society  of  Leipzig  {Centr.  f.  Gyn.,  xiv.  p.  619,  1890); 
aud  finally,  it  will  be  remembered  that  Felkin  read  an  interesting 
paper  on  "The  Influence  of  Influenza  upon  Women  "  before  this 
Society  in  December  1891  {Edin.  Ohstet.  Trans.,  xvii.  p.  49). 
Since  Felkin's  communication  was  discussed  we  must  all  have 
seen  many  cases  of  influenza  in  pregnant  and  parturient  women, 
and  it  has  therefore  seemed  to  me  that  the  subject  might  with 
profit  be  reconsidered.  The  present  paper  is  intended  to  be 
suggestive  rather  than  exhaustive. 


*oo^ 


I.  Influenza  and  Gynecological  Cases. 

a.  Menstruation. — In  two  cases  reported  by  Felkin,  the  occur- 
rence of  an  attack  of  influenza  would  seem  to  have  hastened  the 
first  appearance  of  the  menses ;  one  patient  was  ten  years  old,  the 
other  was  twelve  years  and  three  months.  I  have,  with  one 
doubtful  exception  in  a  girl  of  eleven,  seen  no  case  resembling 
these.  Further,  it  seems  probable  that  the  discharge  in  these 
instances  was  not  truly  menstrual ;  but  Dr  Felkin  may,  perhaps, 
be  able  to  clear  up  this  matter  by  telling  us  whether  the  red  dis- 
charge has  in  his  patients  recurred  at  monthly  intervals  or  not. 
Mijnlieff  reports  a  case  in  which  a  sharp  attack  of  influenza  deter- 
mined the  first  appearance  of  the  menses,  whether  prematurely  or 
not  I  am  unable  to  say. 

It  is  also  doubtful  whether  we  can  regard  as  truly  menstrual 
the  red  discharge  which  occurred  synchronously  with  an  attack  of 
influenza  in  one  of  Felkin's  cases,  a  woman  of  49,  whose 
menopause  had  taken  place  five  years  previously.  Here,  again, 
the  later  history  might  give  an  indication  of  the  nature  of  the 
phenomenon. 

Gottschalk,  Mijnlieff,  and  Biermer  (quoted  by  Gottschalk)  have 
noted  the  fact  that  influenza  may  cause  the  appearance  of  a  red 
vaginal  discharge  in  patients  with  amenorrhcea.  In  one  of  Gotts- 
chalk's  cases  the  uterine  appendages  had  been  removed  for  disease, 
and  a  premature  menopause  had  followed  ;  but  the  occurrence  of 
influenza  brought  about  a  copious  blood-loss.  I  have  no  personal 
experience  of  such  cases ;  but  perhaps  some  of  our  laparotomists 
may  throw  some  light  upon  this  subject. 

Most  writers  have  noted  that  when  influenza  attacks  a  woman 
at  the  time  when  her  menstrual  flow  is  due,  the  blood-loss  is 
greater  and  the  period  lasts  longer.  I  have  seen  several  instances 
of  this,  and  I  may  add  that  as  a  general  rule  the  menstruation  is 
accomj)anied  by  much  pain  and  by  an  irritable  state  of  the 
bladder.  The  intense  sacralgia  wliich  occurs  in  such  cases 
may  be  due  partly  to  the  influenza  and  partly  to  the  men- 
struation. 

By  far  the  most  common  menstrual  irregularity  that  is  met  with 
in  connexion  with  influenza  is  metrorrhagia.    This  has  been  noted 
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by  Gottschalk,  Felkiu,  Miiller,  Heuiiig,  aud  others.  An  iiilci- 
meustrual  red  discharge  begins  on  the  first  or  second  day  of  the  dis- 
order, and  lasts  for  five  or  six  days.  The  patient  usually  expresses 
her  surprise  at  becoming  "  unwell  "  again  before  her  proper  time. 
I  have  seen  a  large  number  of  such  cases,  aud  have  noted  in  con- 
nexion with  tliem  that  the  occurrence  of  the  red  discharge  did  not 
prevent  the  return  of  the  menstrual  flow  at  her  proper  time ;  tlie 
patients  were  "  unwell  twice  in  the  same  month."  Both  Gottschalk 
and  E.  Miiller  observed  that  when  metrorrhagia  was  present  the 
uterus  was  enlarged  (1  to  1'5  cm.,  as  determined  by  the  sound)  and 
softer  than  normal  ;  it  had,  according  to  the  former  writer,  a  con- 
sistence very  like  that  found  in  pregnancy.  The  ovaries  were  not 
affected  in  their  cases ;  but  Felkin  was  of  opinion  that  ovarian 
irritation  was  the  most  important  cause  of  the  menstrual  irregulari- 
ties in  his  patients.  It  was  noted  by  Miiller  that  hydrastis 
canadensis,  hot  douches,  and  ergot  (in  the  usual  dose)  had  no  effect 
in  checking  these  haemorrhages.  I  did  not  find  it  necessary  to 
employ  astringent  remedies  in  any  of  my  cases,  so  cannot  express 
an  opinion  upon  this  point. 

With  regard  to  the  cause  of  these  red  vaginal  discharges  in 
influenza,  it  seems  most  probable  that  they  are  due  to  acute 
endometritis,  and  are  therefore  similar  in  origin  to  the  hemor- 
rhages from  the  genitals  met  with  in  scarlet  fever,  typhoid,  etc. 
Felkin,  however,  gives  weight  to  ovarian  irritation  as  the  deter- 
mining factor,  and  Mijnlieff  notes  in  addition  to  the  endometritis 
theory  another  possible  explanation.  According  to  this  the 
specific  pathogenic  germs  of  influenza,  acting  upon  the  respiratory 
and  digestive  mucous  surfaces,  set  up  reflexly  vasomotor  dis- 
turbances which  lead  to  haemorrhages  from  various  organs,  includ- 
ing the  uterus  ;  the  germs  also  may  yield  a  kind  of  toxine  which 
acts  directly  on  the  vasomotor  system. 

I  have  found  no  mention  made  of  leucorrhoea  due  to  influenza  ; 
but  in  one  of  my  cases  the  malady  was  followed  by  the  development 
of  a  very  tedious  and  persistent  white  discharge,  caused  apparently 
by  chronic  endometritis.  It  is  possible  that  the  acute  endometritis 
which  causes  the  haemorrhage  may  become  chronic,  and  so  lead  to 
leucorrhoea. 

In  one  or  other  of  the  ways  above-mentioned,  influenza  acts 
upon  menstruation  in  many  patients,  but  not  in  all,  for  some 
would  appear  to  pass  through  the  attack  without  any  sucli  develop- 
ments. Whether  or  not  menstruation  has  any  effect  in  determni- 
ing  the  onset  of  influenza  must,  to  my  mind,  be  left  an  open 
question.  Brakenridge  {Eclin.  Med.  Chir.  Trans.,  ix.  p.  124), 
however,  would  seem  to  answer  in  the  affirmative,  for  he  says  that 
"  the  tendency  of  the  disease  to  attack  women  about  the  menstrual 
period  was  in  many  cases  a  very  noticeable  fact." 

h.  Diseases  of  the  Generative  Organs.— We  have  now  to  ask  the 
question    whether    influenza,    besides    increasing    the    menstnuU 
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tiovv  and  setting  up  metrorrhagia,  leads  to  any  structural  changes 
in  the  pelvis,  or  iuHuences  the  progress  of  already  existing 
lesions. 

Gottschalk  related  three  cases  in  which  parametritis  followed 
influenza;  in  two  of  these  the  patients  had  never  before  had 
cellulitis,  and  all  the  other  exciting  causes  of  the  disorder  could 
be  excluded,  and  in  the  third  the  inflammatory  exudation  took 
place  in  the  position  of  an  old  paranietic  effusion.  I  have  not  met 
with  any  cases  of  pelvic  cellulitis  in  connexion  with  influenza ; 
but  1  have  seen  one  in  which  a  h?ematocele  developed.  Tlie 
patient  had  an  attack  of  typical  influenza,  but  had  no  metrorrhagia 
with  it ;  about  a  week  later  intense  abdominal  pain  occurred,  and 
the  per  vaginam  examination  revealed  a  soft  swelling  situated  in 
the  left  broad  ligament.  There  were  no  signs  of  inflammation 
then,  or  at  any  later  period,  and  in  a  fortnight  metrorrhagia  set  in 
and  continued,  notwitlistanding  treatment,  for  nearly  three  months. 
The  patient  was  kept  in  bed  during  all  this  time,  and  made  a  com- 
plete but  very  gradual  recovery.  No  trace  of  the  htematocele 
could  be  felt  at  the  conclusion  of  the  illness.  This  case  occurred 
in  the  winter  of  1889-90,  and  it  is  a  curious  coincidence  that  the 
patient's  sister,  who  lives  in  England,  had  recently  a  similar 
experience.  She  was  attacked  by  influenza  in  the  early  spring  of 
the  present  year  (1893),  and  at  the  time  wheu  her  menstrual  flow 
ought  to  have  appeared,  suddenly  developed  intense  abdominal 
pain.  Tlie  pain  persisted,  and  her  medical  attendant,  a  specialist 
in  gynecology,  found  on  examination  a  large  elastic  swelling  lying 
behind  and  to  the  left  side  of  the  uterus.  This  he  diagnosed  as  a 
h?ematocele,  and  treated  expectantly.  The  patient  progressed 
favourably  for  a  time,  but  imprudently  exerted  herself  too  much 
and  brought  on  a  return  of  the  internal  litemorrhage,  and  is  still  an 
invalid.  In  both  these  cases  the  internal  bleeding  would  seem 
to  have  taken  the  place  of  the  usual  influenzic  metrorrhagia,  and 
in  both  instances  the  patient  was  married,  but  sterile. 

With  regard  to  the  influence  of  influenza  upon  the  growth  of 
pelvic  tumours,  Leclerc  reported  nine  cases  (2  subserous  myomata, 
4  ovarian  cystoniata,  2  ovarian  carcinomata,  and  1  widespread 
cancer  of  the  pelvic  organs)  in  which  he  believed  that  the  fever 
caused  a  very  rapid  increase  in  the  size  of  the  neoplasms.  I  cannot 
say  that  I  have  been  able  to  trace  any  such  influence  in  any  of  the 
cases  under  my  charge,  although  I  have  carefully  watched  several 
patients  with  fibroid  growths  through  moderately  severe  attacks  of 
influenza;  in  fact,  in  one  case  I  thought  I  was  able  to  detect  some 
shrivelling  of  the  myomatous  mass.  Leclerc  also  noted  a  case  in 
which  he  believed  that  influenza  hastened  the  development  of 
general  peritoneal  tuberculosis.  In  a  case  which  I  was  able  to 
watch,  the  cervix  was  removed  for  cancer ;  some  months  afterwards 
the  patient  took  influenza,  which  she  said  was  exactly  the  same  as 
the  dengue  from  which  she  had  suffered  in  India;  severe  pelvic 
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pain  set  in  after  the  influenza,  and  the  cancer  returned  in  the 
right  broad  ligament,  but  did  not  develop  more  quickly  than 
usual.     She  died  about  two  years  after  the  operation. 

11.  Influenza  and  Obstetric  Cases. 

a.  Pregnancy. — It  is  certain  that  pregnancy  confers  on  the  indi- 
vidual no  immunity  from  influenza  ;  but  whether  its  occurience  in 
the  pregnant  state  leads  to  abortion  so  frequently  as  Felkin's  cases 
seem  to  show,  must,  I  think,  be  regarded  as  doubtful.  I  certainly 
have  seen  few  miscarriages  wbicli  I  could  ascribe  to  influenza  ;  but 
possibly  I  may  have  been  more  fortunate  in  this  respect  than  my 
brother  practitioners.  Gottschalk  and  Miiller  both  saw  two 
cases  and  Mijnlieff  saw  one,  and  Trossat  several,  in  which  the 
gestation  was  interrupted  by  influenza ;  and  Amann  observed  six 
in  which  the  foetus  m  utcro  died  and  was  expelled  some  weeks 
later. 

Chambrelent  {Gaz.  hehd.  sc.  med.  de  Bordeaux,  xiv.  p.  195,  1893) 
also  noted  the  intra-uteriue  death  of  the  fretus  at  the  eighth  month 
in  a  patient  suffering  from  influenza ;  but  in  this  case  the  malady 
was  complicated  by  a  severe  attack  of  diarrhoea.  In  the  discussion 
that  followed  the  reading  of  Chambrelent's  paper,  Moussos  ex- 
pressed his  belief  that  influenza  very  often  led  to  abortion  and 
premature  labour,  whilst  Hirigoyen,  on  the  other  hand,  stated  that 
the  health  reports  of  Bordeaux  for  the  year  showed  a  very  small 
number  of  premature  births.  Wiien  abortion  does  occur,  it  may 
possibly  be  due  to  a  morbid  condition  of  the  decidua  (htemor- 
rhagic  endometritis),  such  as  Slaviansky  noted  in  connexion  witli 
cholera,  or  to  general  microbic  blood-poisoning,  or  to  death  of  the 
fcetus  or  embryo  from  intra-uterine  influenza.  It  is,  however, 
certain  that  many  pregnant  women  take  influenza  without  abort- 
ing, and  doubtless  the  difference  in  opinion  expressed  by  various 
authors  on  this  point  may  be  due  to  differences  in  the  severity 
of  the  attack,  and  to  the  presence  or  absence  of  serious  pulmonary 
and  cardiac  complications  (as  in  some  of  Vinay's  cases). 

b.  Labour. — In  a  few  cases  I  have  seen  an  attack  of  influenza 
coincide  with  the  occurrence  of  labour  at  the  full  time ;  in  one  of 
these  forceps  were  required  for  the  weakness  of  the  uterine  and 
abdominal  explusive  powers,  in  another  there  was  considerable 
bleeding  in  the  third  stage,  and  in  another  there  was  alarming 
post-partum  liaBmorrhage.  In  other  cases  the  labour  does  not 
seem  to  be  seriously  affected  by  the  influenza.  In  my  opinion  a 
simple  uncomplicated  attack  of  influenza  will  most  commonly 
delay  labour  by  weakening  the  expulsive  efforts,  and  have  no 
further  injurious  influence. 

c.  Fuerperium. — Influenza  occuiiing  during  tiie  puerperium 
may  at  first  sight  be  confounded  with  .sejitic  puer])eral  fever;  but 
the   diff'erential    diagnosis   is    not   difficult.     The  absence    of  any 
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special  symptoms  referable  to  the  uterus  and  annexa,  the  persist- 
ence of  the  lochia,  the  absence  of  the  temperature  curve  of  puer- 
peral fever,  and  the  presence  of  the  distinctive  symptoms  of 
influenza  (coryza,  bronchitis,  cephalalgia,  pain  in  the  back,  depres- 
sion, and  weakness)  will  usually  enable  us  to  distinguish  at  once 
between  the  two  conditions.  In  a  case  which  I  saw  about  a  fort- 
niglit  ago,  all  these  distinguishing  features  were  well  marked. 
Possibly  the  absence  of  pathogenic  germs  from  the  lochial  dis- 
charge in  influenza  might  be  used  as  a  confirmatory  test.  Puer- 
peral influenza  has  sometimes  proved  fatal,  although  I  have  not 
personally  seen  such  a  case.  Thus  Sanger  noted  a  case  of  sudden 
death  from  heart  failure  in  the  fourth  week  after  delivery  in  a 
weakly  woman  suffering  from  influenza  and  double  pneumonia, 
and  Hertzsch  observed  a  case  in  which  a  phthisical  patient  suffering 
from  grave  pneumonia  and  influenza  died  on  the  fourth  day  post- 
partum. 

d.  Lactation. — I  have  not  found  it  necessary  to  order  the  suspen- 
sion of  lactation  in  any  of  my  cases,  although  in  one  instance  I 
supplemented  it  with  artificial  feeding ;  but  it  would,  of  course,  be 
necessary  to  do  so  if  the  influenza  were  of  a  grave  type,  and 
especially  if  it  were  complicated  by  serious  pulmonary  or  cardiac 
affections.  Vinay,  from  his  experience,  comes  to  a  very  similar 
conclusion. 

III.  Influenza  and  Pediatric  Cases. 

Since  the  beginning  of  the  present  epidemic  of  influenza,  some 
four  years  ago,  several  important  papers  on  this  disease  as  it  occurs 
in  infancy  and  childhood  have  appeared,  including  those  of  Strass- 
mann  {Zeitschr.  f.  Geb.  unci  Gyn.,  xix.  Heft  1),  Carsteus  {Jalirh.  fur 
Kinderheilh.,  xxxi.  p.  312),  Flesch  {Jahrh.  fur  Kindcrheilk.,  xxxi. 
p.  442),  Kormann  {Wein.  Med.  Blatter,  Nos.  51  and  52,  1890), 
Townsend  {Arcliives  of  Pediatrics,  viii.  p.  24,  1891),  Pestalozza 
{Archivio  ilcdiano  de  Pediatria,  x.  p.  197,  1892),  and  Dauchez 
{Bev.  mens,  des  Mai.  dc  VEnfance,  July  1890). 

a.  In  the  New-Born  Infant. — There  is  nothing  inherently  im- 
probable in  the  statement  that  influenza  may  be  congenital  or  may 
develop  during  the  first  days  of  life,  for  I  have  during  the  last 
twelve  months  reported  cases  of  congenital  measles  and  scarlet 
fever  to  this  Society,  and  there  is  no  reason  why  influenza  in  the 
mother  should  not  in  a  similar  way  be  transmitted  to  the  foetus  in 
utcro.  Further,  I  have  seen  at  least  one  case  lately  in  which  the 
diagnosis  of  congenital  influenza  was  to  my  mind  quite  clear. 
The  mother  had  an  attack  of  influenza  about  a  week  or  ten  days 
before  her  confinement,  and  the  foetal  heart-beats  were  more  rapid 
than  usual  (148  per  minute)  on  the  day  preceding  labour,  so  that 
it  was  expected  that  the  child  would  be  a  female,  or  at  least  a 
small  male.     When  the  infant  was  born  it  was  found  to  be  a  large 
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boy,and  for  some  time  respiration  could  not  be  established  on  account 
of  the  large  amount  of  mucus  in  the  mouth  and  pharynx.  In  a  few 
hours  coryza  was  very  evident,  altliough  the  child  had  been  warmly 
clothed  at  once.  A  large  quantity  of  clear  fluid  passed  from 
the  nose.  "  Snuffles "  was  a  prominent  symptom,  and  tliere 
was  marked  restlessness  and  sleeplessness.  There  was  no  very 
evident  lachrymation.  There  was,  however,  no  diarrhoea,  neither 
was  there  constipation  ;  but  the  stools  remained  green  after  the 
usual  time  allowed  for  the  expulsion  of  the  meconium.  The 
respiration  and  pulse-rate  were  quicker  than  normal,  but  the  tem- 
perature was  not  much  elevated.  In  about  ten  days  the  child  was 
quite  well. 

Felkin  reported  one  case  possibly  of  the  same  kind.  Townsend 
observed  a  male  infant  that  had  in  utero  a  pulse-rate  of  164,  and 
sneezed  violently  immediately  after  birth;  the  temperature  rose 
as  high  as  104°,  the  respiration  was  100  to  140  per  minute,  and 
the  pulse  200 ;  there  was  much  coughing  and  sneezing,  but  no 
signs  of  pneumonia,  and  recovery  followed.  The  mother's  con- 
finement had  occurred  a  week  after  the  onset  of  an  attack  of 
influenza.  Barton  recorded  a  case  of  congenital  influenza  {Brit. 
Med.  Journ.,  vol.  i.  for  1890,  p.  477),  in  which  the  infant  died  on 
the  third  day.  Finally,  Strassmann  reported  eight  cases  of  in- 
fluenza in  infants  varying  from  three  to  fourteen  days  old ;  there 
was  death  in  one  instance  from  pneumonia,  and  in  all  there  was 
loss  of  weight,  a  subnormal  temperature,  and  either  diarrhoea  or 
constipation. 

h.  In  Infancy  and  Childhood. — In  the  discussion  following  the 
reading  of  Townsend's  paper,  several  pediatrists  {e.g.,  Northrup, 
Fruitnight,  Holt,  and  Doming)  expressed  themselves  as  convinced 
of  the  rarity  of  the  occurrence  of  influenza  in  early  infancy,  and 
stated  that  it  rarely  was  met  with  before  the  second  year  of  life ; 
and  Dauchez  has  dwelt  upon  the  relative  immunity  from  influenza 
which  children  enjoy.  The  last-named  writer  found  that  in  105 
cases  of  influenza  only  32  occurred  in  children,  and  that  in  them 
no  deaths  took  place.  He  therefore  emphasized  the  benign 
character  of  influenza  in  childhood,  as  well  as  its  rarity.  Now, 
whilst  in  the  epidemic  of  1889-90  and  1890-91,  I  cannot  call  to 
mind  any  cases  of  influenza  in  children  occurring  in  my  practice, 
I  can  remember  many  such  in  the  visitations  of  this  winter  and 
last  winter.  It  will  be  an  interesting  fact  if  it  can  be  proved  that 
in  some  years  the  disease  has  attacked  the  children  and  has  left 
them  free  in  others. 

Kormann  has  pointed  out  that  influenza  in  children  has  certain 
peculiarities.  At  the  beginning,  which  in  well-developed  cases  is 
usually  as  abrupt  as  in  adults,  fever  and  cerebral  symptoms  are  of 
primary  importance,  but  marked  chills  are  rare.  Convulsions  and 
drowsiness  are  sometimes  met  with.  In  older  children  ceplialalgia 
and  pain  in  the  back  and  limbs  are  complained  of.     Complica- 
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tions,  such  as  broncliitis,  pneumonia,  caseation  of  the  bronchial 
glands,  acute  miliary  tuberculosis,  and  tubercular  meningitis,  are 
more  common  in  infants  than  in  adults  (Dauchez  states  that  com- 
plications are  rare).  Disorders  of  the  nervous  system  are  marked, 
and  not  uncommonly  eruptions  of  an  erythematous  or  urticarial 
nature  are  met  with.  In  some  instances  gastro-intestinal  troul)les 
l)redoniinate.  Carstons'  conclusions  were  somewhat  similar,  but 
he  thought  that  the  disease  usually  began  more  gradually  than  in 
adults,  that  the  cough  was  usually  of  a  more  or  less  convulsive 
character,  and  that  constipation  was  rather  more  frequent  than 
diarrhoea.  These  peculiarities  are  just  the  very  ones  that  the 
study  of  other  infectious  fevers  in  children  would  lead  us  to 
expect. 

Baginsky  {Arheiten  aus  dem  Kaiser-und  Kaiserin-Fricdrich- 
Kinderhranhenhav.se  in  Berlin,  Bd.  ii.  ]j.  5,  1893)  states  that  he  has 
met  with  four  types  of  influenza  in  children — (1),  uncomplicated ; 
(2),  with  complications  in  respiratory  system  ;  (3),  in  nervous 
system  ;  and  (4),  in  gastro-intestinal  system.  I  have  personally 
been  specially  struck  by  the  marked  character  of  the  pharyngeal, 
gastric,  and  cutaneous  symptoms  in  the  influenza  of  childhood. 
In  certain  instances  the  diagnosis  from  scarlet  fever  was  rendered 
difficult  by  the  presence  of  pharyngitis,  a  thickly  coated  tongue, 
and  a  scarlatiniform  rash  on  the  chest;  but  the  after-history  and 
the  occurrence  of  other  cases  of  influenza  in  the  same  house 
usually  served  to  clear  up  what  was  doubtful.  I  have  also  seen 
patients  who  showed  tlie  typical  nervous  phenomena  (cephalalgia, 
facial  neuralgia,  pain  in  the  back,  etc.),  and  others  who  ex- 
hibited rather  the  catarrhal  type  (coryza,  lachrymation,  bronchitis, 
etc.). 

The  general  conclusion  that  I  have  drawn  with  regard  to 
influenza  in  relation  to  gynecological,  obstetrical,  and  pediatric 
cases  is  that  it  acts  in  a  way  very  closely  similar  to  that  of  any  of 
the  other  fevers,  such  as  scarlet,  typhoid,  measles,  small-pox, 
etc.,  but  of  course  its  own  distinctive  characters  must  not  be 
lost  sight  of  in  this  generalization.  I  have  said  little  or  nothing 
about  treatment,  for  it  has  not  been  my  wish  to  enter  into  a 
discussion  of  influenza  in  general ;  but  1  may  say  that  phenacetin 
in  the  early  stages,  and  citrate  of  iron  and  anmionia  in  the  later, 
have  been  my  favourite  drugs.  With  regard  to  any  special  gyne- 
cological or  obstetrical  interference,  I  have  generally  pursued  an 
expectant  plan,  but  have  also,  in  some  cases,  used  forceps  to  shorten 
labour,  and  have  carefully  watched  for  any  alarming  degree  of 
lisemorrhage.  So  far,  however,  I  have  been  so  fortunate  as  not  to 
have  had  any  deaths  from  influenza. 


The  discussion  on  this  i)aper  was  adjourned  till  a  future  meet- 
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IX.  STUDIES  IN  FCETAL  PATHOLOGY  AND  TERATOLOGY. 

(second  series.) 
V.  Allantoido-angiopagous  Twixs — Description  of  an  Anidean 

FcETUS. 

ByJ.  W.  Ballantyne,  M.D.,  F.R.C.P.E  ,  F.R.S.E.,  Lecturer  on  Midwifery 
and  Diseases  of  Women,  Medical  College  for  Women,  Edinburgh,  etc. 

Having  in  a  previous  series  of  communications^  considered  in 
detail  the  members  of  tlie  first  great  division  of  allantoido- 
angiopagous  twins — those,  namely,  to  which  the  general  name 
paracephalus  has  been  given — I  ought  now  in  logical  sequence  to 
take  up  the  study  of  the  accphali,  which  form  the  second  division; 
but,  as  I  have  not  myself  been  able  yet  to  dissect  a  specimen  of 
this  kind,  I  shall  leave  them  for  the  present  and  pass  on  to  the 
consideration  of  the  amorphous  foetuses,  of  which  the  third  division 
is  composed. 

The  Amorphous  Twin. 

Definition. — Although  Gurlt^  was  the  first  to  employ  tlie  word 
amorphous,  he  did  so  in  a  sense  that  was  much  more  restricted 
tlian  that  in  which  it  is  now  used.  For  he  defined  the  fcetus 
amorphus  as  one  that  had  lost  the  animal  form,  and  consisted  solely 
of  a  rounded  mass  of  fat,  containing  some  rudimentary  bones  and 
being  covered  with  skin.  In  the  group  of  monsters  thus  defined 
by  Gurlt,  there  were  no  traces  whatever  of  limbs;  but  Isidore 
Geoffi'oy  Saint-Hilaire  discovered  that  foetuses  existed  closely 
resembling  those  described  by  Gurlt,  but  differing  from  them  in 
the  possession  of  rudimentary  limbs.  Saint-Hilaire  gave  to  them 
the  name  mylacephali  {i.e.,  acephali  resembling  uterine  moles), 
whilst  to  the  specimens  defined  and  described  by  Gurlt  he  applied 
the  term  anidean.  Saint-Hilaire's  terminology  at  once  took  the 
l)lace  of  Gurlt's,  and  was  generally  adopted  by  teratologists ;  but 
Taruffi'^  has  clearly  shown  the  expediency  of  having  one  word 
that  might  be  used  to  include  both  the  mylacephalic  and  the 
anidean  foetuses;  and  for  this  purpose  he  has  revived  Gurlt's  old 
expression  amorphus,  and  has  regarded  the  mylacephali  and  the 
anideans  as  groups  of  the  one  large  division  of  the  amoiphi.  It 
must,  however,  be  pointed  out  that  Ahlfeld  also  grouped  them 
among  the  amorphi,  but  without  differentiating  them  into  two 
separate  varieties.  I  have  adopted  Taruffi's  classification  and 
definition,  substituting,  however,  the  word  allantoido-angiopagous 
for   omphalo-augiopagous.     They   may,  therefore,   be   defined   as 

1  Edin.  Obstet.  Soc.  Trains.,  vol.  .wiii.  pp.  38,  94,  201,  and  257,  1893. 

2  Gurlt  (E.  F.),  Lehrbuch  der  Path.  Anat.,  vol.  ii.  p.  59,  1832. 
'  Taruffi  (C),  Storia  delta  Temtologia,  vol.  ii.  p.  200,  1882. 
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allantoido-angiopagous  twins,  one  of  which  is  entirely  deprived  of  the 
external  form  j^roper  to  the  fcetus.  Further,  the  variety  araorphus 
is  subdivided  into  the  two  groups  amofphus  mylacephalus  and 
amorphics  anideiis. 

As  I  have  not  personally  dissected  a  specimen  of  tlie  myla- 
cephalic  foetus,  and  have  only  seen  one — that  described  so  well  by 
Dr  J.  Halliday  Croom  at  a  recent  meeting  of  this  Society — I  may 
here  give  an  account  of  an  example  of  the  second  group  (anideus) 
which  I  have  been  able  recently  to  examine. 

Description  of  a  Fcetus  Amorphus  Anideus. 

For  the  ayiidean  fcetus  about  to  he  described  I  am  indebted  to  Dr 
Millard,  who  exhibited  the  specimen  at  the  meeting  of  this  Society 
held  on  January  11th,  1893.^ 

Clinical  History. 

All  the  details  concerning  this  specimen  that  Dr  Millard  was 
able  to  obtain  from  the  midwife  in  whose  practice  it  occurred  were 
the  following: — The  mother  was  31  years  of  age-,  and  the  preg- 
nancy which  resulted  in  the  birth  of  the  monster  was  her  fourth. 
Labour  in  this  case  occurred  at  the  full  time,  and  a  normal  female 
infant  was  born  first  in  a  natural  way.  It  was  followed  in  a  short 
time  by  the  placenta  and  the  anidean  fcetus,  which  were  expelled 
together.  The  mother  had  never  before  had  twins,  and  there  was 
no  record  of  plural  conceptions  in  her  family  history,  I'he  female 
infant  born  along  with  the  monstrous  foetus  was  alive  at  birth, 
still  lives,  and  is  healthy  and  strong.  Unfortunately  the  midwife 
did  not  keep  the  placenta.  Tlie  anideus  itself  was  preserved  in 
spirit  for  some  months  before  it  came  into  my  hands  for 
examination. 

Morbid  Anatomy. 

External  Appeara,nces — 

The  specimen,  when  it  came  into  my  hands,  had  been  kept  for 
some  months  in  spirit,  and  had,  therefore,  doubtless  lost  some  of 
the  appearances  which  it  presented  when  in  the  fresh  condition. 
It  consisted  of  an  ovate  body  about  the  size  of  the  closed  fist, 
completely  enclosed  in  transparent  membranes  (Plate  I.).  At 
first  sight  its  resemblance  to  a  medium-sized  subperitoneal  or 
large  submucous  fibroid  was  considerable,  and  it  had  indeed  been 
regarded  as  an  intra-uterine  myoma  when  first  expelled ;  but  close 
inspection  revealed  the  presence  of  a  few  hairs  situated  near  one 
of  the  ends  of  the  mass,  and  plainly  visible  through  the  covering 
membrane.     This  fact,  along  with  the  short  notes  of  the  history 

'  Edin.  Obstet.  Soc.  Trans.,  vol.  xviii.  p.  68,  1893. 
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of  the  specimen,  enabled  me  to  classify  it  as  an  example  of  the 
anidean  variety  of  the  foetus  amorphus. 

The  end  of  the  mass  on  which  the  hairs  were  to  be  seen  was 
provisionally  regarded  as  the  upper,  for  the  hair-bearing  area  was 
considered  to  be  the  representative  of  the  scalp.  The  mass  was 
slightly  flattened,  and  whilst  one  surface  was  perfectly  smooth,  the 
other  exhibited  certain  irregularities  in  the  form  of  elevations  and 
depressions ;  the  latter  was  looked  upon  as  the  anterior  surface. 
The  whole  mass  was  surrounded  by  transparent  membranes,  and 
it  will  be  convenient  to  describe  these  first,  and  thereafter  to  deal 
with  the  mass  itself. 

The  membranes,  which  from  their  appearance  and  arrangement 
were  evidently  the  chorion  and  amnion,  completely  surrounded  the 
amorphous  foetus,  and  also  stretched  out  from  its  left  border  in  the 
form  of  two  bands  (?;.  Plate  I.).  The  membrane  covering  the 
anterior  surface  was  quite  transparent,  consisted  of  a  single  layer 
(amnion),  and  was  freely  movable  save  at  the  borders  of  the 
larger  of  the  two  projections  situated  on  this  surface  of  the  mass, 
wliere  it  was  firmly  attached.  On  the  posterior  aspect  the  mem- 
brane was  less  transparent,  was  made  up  of  two  layers  (amnion  and 
chorion),  and  was  freely  movable  over  the  underlying  mass  in  the 
whole  of  its  extent.  The  line  along  which  the  single  layer  of  the 
anterior  surface  became  continuous  with  the  double  layer  of  the 
posterior  was  especially  well  marked  along  the  left  border  of  the 
specimen,  and  to  this  line  were  attached  the  two  free  pieces  of 
membrane  above  mentioned  (Plate  I.,  a  and  h).  Of  these,  the  one 
situated  anteriorly  consisted  of  a  single  layer,  and  was  attached  to 
the  above-named  line  in  its  whole  length  ;  whilst  the  other,  lying 
behind  it,  was  made  up  of  two  folds,  and  was  attached  only  to  the 
upper  part  of  the  line.  The  former  had  a  vertical  mensurement 
of  11  cms.  In  its  upper  portion  it  did  not  extend  far  outwards, 
measuring  only  3  cms.,  but  in  its  lower  half  it  had  an  extent  of 
15  cms.  when  put  upon  the  stretch ;  it  had  a  somewhat  ragged 
border,  and  looked  as  if  it  had  been  torn  away  ;  and  it  was  possibly 
the  chorionic  covering  of  the  anterior  surface  of  the  mass  which  had 
been  displaced  during  delivery.  The  second  piece  of  membrane, 
the  double  layer,  had  a  much  smaller  vertical  measurement,  being 
attached  only  for  a  distance  of  about  4  cms.  to  the  left  border  of 
the  ovate  mass :  but  it  had  a  greater  transverse  measurement, 
reaching  outwards,  when  put  upon  the  stretch,  to  a  distance  of  at 
least  17  cms. ;  it  also  had  a  somewhat  ragged  border,  and  was 
doubtless  a  portion  of  the  membranes  of  the  normal  twin,  torn 
away  from  the  placenta. 

On  the  anterior  surface  of  the  mass,  and  to  the  right  side  of  the 
larger  of  the  two  projections  (to  be  described  immediately),  was  a 
third  tag  of  membrane,  which  measured  3  cms.  in  length  and  1  cm. 
in  breadth.  It  was  attached  to  the  outer  surface  of  the  investing 
amnion,  and  was  traversed  by  a  bloodvessel  which  entered  the 
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foetus  at  its  point  of  attachment,  which  may  therefore  be  regarded 
as  the  umbilicus.  A  little  above  tliis  tag  of  membrane  another 
bloodvessel  was  seen,  which  ran  on  tlie  surface  of  the  investing 
membrane  and  pierced  it  at  the  right  border  of  the  larger  pro- 
jection a  little  above  the  point  of  entrance  of  the  former 
vessel. 

Quite  at  the  lower  end  of  the  ovate  mass  was  a  fourth  tag  of 
membrane ;  this  was  the  smallest  of  them  all,  and  measured  about 
2  5  cms.  in  lengtli  by  1  cm.  in  breadth. 

It  is  therefore  evident  that  the  foetus  had  an  amnion  of  its  own, 
and  it  is  extremely  probable  that  the  attached  ])ieces  of  membrane 
were  parts  of  the  common  chorion,  and  of  the  amnion  of  the 
normal  twin. 

The  investing  membranes  were  now  divided  and  reflected. 
They  were  easily  separated  from  the  underlying  mass  at  all  points, 
except  at  the  border  of  the  larger  projection  on  the  anterior  surface, 
where  the  single  layer  seemed  to  become  continuous  with  the  skin 
surface,  and  where  the  vessels  entered.  There  was  thus  exposed 
to  view  an  ovate  body  entirely  covered  with  skin,  upon  which 
was  a  thin  layer  of  a  greasy  substance,  doubtless  vernix  caseosa. 
The  ovate  mass  was  the  anidean  foetus  (vide  Plate  II.).  It  had  a 
vertical  diameter  of  10  cms.  and  a  transverse  (at  its  middle  point) 
of  8  cms.  Its  vertical  circumference  was  26  cms.,  its  transverse  24 
cms.  It  weighed  26-0  grammes.  Tiie  posterior  surface  was  some- 
what flattened,  and  presented  no  irregularities  of  any  kind.  The 
anterior  surface,  on  the  other  hand,  was  covered  with  elevations 
and  depressions.  At  a  point  about  1'5  cm.  from  the  upper  border 
was  a  projection  meiisuring  3  cms.  transversely,  and  about  1  cm. 
in  a  vertical  direction.  From  its  upper  border  a  small  tuit  of 
hairs  seemed  to  take  origin.  The  hairs  numbered  little  more  than 
a  dozen,  were  dark  in  colour,  and  had  an  individual  length  of  not 
more  than  1  cm.  Immediately  below  the  projection  just  described 
was  a  transverse  furrow  which  separated  it  from  the  second  and 
larger  elevation.  The  furrow  was  about  1  cm.  in  depth,  and  on 
separating  its  edges  it  could  be  seen  that  it  was  lined  to  the  bottom 
by  amidon.  The  projection  lying  below  the  furrow,  unlike  that 
above  it,  had  its  vertical  diameter  greater  than  its  transverse ;  the 
former  measured  3'8  cms.,  and  the  latter  about  2"5  cms.  This 
elevation,  which  had  a  dusky  red  colour,  was  also  marked  off  from 
the  general  surface  of  the  body  on  tlie  left  side,  and  inferiorly  by  a 
very  shallow  groove  ;  on  the  right  side  it  sank  aljruptly  to  the 
surface,  a  distance  of  about  1-5  cms.  It  was  along  the  right 
border  of  this  projection  that  the  two  bloodvessels  entered.  At  a 
point  2  cms.  below  the  lower  border  of  the  above-described  pro- 
jection was  a  rounded  area  of  skin  about  8  mms.  in  diameter,  marked 
off  from  the  surrounding  surface  by  a  circular  furrow.  It  had 
somewhat  the  appearance  of  an  umbilical  scar,  and  was  possibly 
an  indication  of  a  very  rudimentary  limb. 
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Infernal  Ajipecnxtnces — 

The  internal  appearances  of  this  amorphous  fo'tus  were  revealed, 
first,  by  a  vertical  section,  and  second,  by  means  of  dissection. 
The  line  of  section  was  from  above  downwards  and  from  behind 
forwards,  and  lay  slightly  to  tlie  left  of  the  exact  vertical  mesial 
plane  {vide  Plate  III.).  After  passing  through  a  thick  layer  of 
soft  tissues,  the  knife  encountered  a  solid  osseous  mass  occupying 
the  centre  of  the  fcetal  ovoid  ;  the  section  was  tlierefore  continued 
through  this  by  means  of  the  saw. 

The  appearances  presented  by  the  surface  of  the  left  half  of  the 
foetus  are  represented  in  Plate  III.  It  will  be  seen  that  on  its 
posterior  and  anterior  aspects,  and  at  the  lower  end,  the  mass  is 
covered  by  skin,  under  which  lies  a  layer  of  subcutaneous  tissue  of 
varying  depth  (TS  to  2  cms.).  Proceeding  from  the  surface 
inwards  we  meet  with  the  following  structures  :  first,  the  epidermic 
layer,  apparently  normal ;  second,  the  cutis,  with  numerous  papillte; 
third,  the  markedly  oedematous  subcutaneous  stratum,  consisting 
of  areolar  tissue  with  large  meshes,  and  measuring  from  1  to  1"2 
cm.  in  thickness ;  fourth,  the  dense  layer  of  adipose  tissue  divided 
up  into  lobules  by  bands  of  connective  tissue  hbres,  and  S))ecially 
evident  near  the  lower  end  of  tlie  foetus;  and  fifth,  an  irregular 
layer  of  striped  muscular  fibres  showing  a  kind  of  fatty  degenera- 
tion, and  lying  in  close  contact  with  tiie  osseous  kernel.  Scattered 
here  and  there  throughout  this  tissue,  and  especially  in  the 
oedematous  part  of  it,  are  numerous  bloodvessels  divided  trans- 
versely and  quite  evident  to  the  naked  eye.  There  are  also  seen 
many  white  piuhead-sized  spots,  sebaceous  glands,  lying  immedi- 
ately below  the  cutis  vera. 

On  the  anterior  aspect  of  the  upper  end  of  the  foetus  the 
appearances  are  somewhat  different.  At  this  point  the  section 
passes  through  the  larger  of  the  two  projections  (already  described) 
near  to  the  entrance  of  the  two  bloodvessels.  Into  the  deep  fissure 
separating  the  upper  border  of  this  projection  from  the  smaller 
elevation  lying  above  it,  the  amnion  is  seen  to  pass,  and  it  also 
forms  a  slight  dip  inwards  at  the  lower  border  of  the  larger 
eminence.  In  this  way  an  area  of  the  surface  is  marked  off,  which 
is  covered,  not  by  skin,  but  by  an  amniotic  layei'.  Under  this 
covering  is  a  somewhat  irregular  cavity  whose  walls  are  lined  by 
a  smooth  serous-like  membrane,  and  which  contains  some  loops  of 
intestine.  The  intestinal  coils,  whicli  had  a  total  length  of  prob- 
ably 12  or  15  cms.,  terminate  blindly  at  both  ends,  are  in  some 
instances  attached  to  the  wall  of  the  cavity  by  a  rudimentary 
mesentery,  and  contain  a  whitish  porridgy  meconium  which  lacks 
its  typical  green  colour,  doubtless  on  account  of  the  absence  of  the 
liver.  A  small  yellowish-white  body,  a  little  larger  than  a  pin- 
head,  was  found  lying  near  one  of  the  coils  of  intestine  in  a 
separate  sac,  lined  by  a  serous-like  membrane.  This  may  represent 
one   of  the   abdomino-thoracic  organs.      There  are,   however,  no 
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recognisable  traces  of  heart,  lungs,  liver,  spleen,  kidneys,  internal 
genital  organs,  or  other  viscera.  It  is  therefore  evident  that  the 
larger  of  the  tv^o  projections  on  the  anterior  surface  is  a  kind  of 
spurious  umbilical  hernia.  With  regard  to  tlie  upper  and  smaller 
prominence,  it  may  be  that  it  indicates  a  very  rudimentary  cephalic 
projection,  for  it  carries  a  fev^  hairs ;  but  its  internal  appearances 
do  not  warrant  more  than  a  guess  at  its  nature. 

Sections  were  now  made  of  the  fostal  mass  at  different  places, 
but  appearances  similar  to  those  just  described  were  everywhere 
found.  A  cut  was  made  into  the  little  niammillary  eminence  on 
the  anterior  surface  near  its  lower  end,  but  no  bony  or  cartilaginous 
structure  was  found  in  it;  it  consisted  simply  of  a  nipple-like 
projection  of  skin  and  subcutaneous  tissue,  marked  off  by  a  circular 
groove.  It  is  therefore  impossible  to  say  whether  it  indicated  a 
very  rudimentary  limb,  or  an  im})erforate  anus,  or  something  quite 
different ;  but  I  am  inclined  to  regard  it  as  an  exceedingly  abortive 
attempt  at  limb  formation. 

It  is  now  necessary  to  describe  shortly  the  osseous  kernel  of  the 
foetal  ovoid.  It  consisted  of  a  confused  mass  of  pieces  of  bone 
and  cartilage,  between  which  ran  some  bands  of  muscle,  and 
amongst  which  were  seen  at  one  or  two  places  a  pulpy  red  sub- 
stance which  may  represent  the  contents  of  the  spinal  canal. 
For  there  seems  to  be  little  doubt  that  most  of  the  pieces  of  bone 
were  to  be  regarded  as  rudimentary  vertebrae,  most  probably  sacral 
and  coccygeal.  The  mass  of  bones  and  cartilage  had  a  vertical 
diameter  of  about  4'5  cms.,  and  an  antero-posterior  and  transverse 
of  from  2  to  3  cms.  In  addition  to  the  somewhat  quadrilateral 
bones  which  formed  the  central  part  of  the  osseous  mass,  and 
which  were  regarded  as  vertebra?,  there  were  two  curved  long 
bones  situated  externally.  These  were  3  or  4  cms.  in  length,  and 
so  far  as  their  appearance  went  may  have  represented  the  clavicles, 
or  a  pair  of  ribs,  or  the  two  halves  of  the  lower  jaw.  Personally, 
1  am  inclined  to  consider  them  as  defective  clavicles. 

This  very  rudimentary  fcetus  consists,  therefore,  of  an  ovate 
skin-covered  mass,  containing,  in  addition  to  oedematous  connective 
tissue  and  fat,  some  defective  vertebra,  two  long  bones,  and  some 
coils  of  intestine,  and  possessing  no  proper  umbilical  cord.  It  is 
enclosed  in  its  own  amniotic  sac,  which  is  adherent  to  the  mem- 
branes of  the  normal  twin  which  was  born  along  with  it,  and  its 
vascular  supply  consists  of  two  vessels  (an  artery  and  a  vein) 
which  pass  to  it  in  the  membranes  and  enter  its  body  in  the 
neighbourhood  of  the  umbilical  hernial  projection  which  was  seen 
on  its  anterior  surface.  It  is,  in  fact,  an  amorphous  foetus  of  the 
anidean  type,  and  is,  so  far  as  I  am  aware,  the  first  specimen  of 
the  kind  that  has  been  put  upon  record  in  Scotland, 

In  my  next  two  communications  I  shall  analyze  the  results  of 
the  examination  of  some  thirty-four  recorded  specimens  of  the 
foetus  amorphus,  fifteen  of  which  were  mylacephalic  and  nineteen 
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anidean,  and  shall  draw  therefrom  certain  conclusions  as  to  the 
general  characters  of  this  variety  of  monster. 

The  examination  of  the  foetus  described  above  was  carried  out 
in  the  Eoyal  College  of  Physicians'  Laboratory,  Edinburgh, 


DESCRIPTION  OF  PLATES. 

Plate  I. — External  appearances  of  Foetus  Anideits  and  Investing  Mem- 
branes (seen  from  front  and  reduced  by  about  one-third),  a  and  6,  amnion 
and  chorion  ;  c,  tufts  of  hair  near  upper  end  ;  d,  bloodvessel  entering  ftetus ; 
e,  second  bloodvessel  passing  in  membrane  to  foetus  ;  /,  projection  on  anterior 
aspect,  containing  coils  of  intestine. 

Plate  II. — External  appearances  of  Foetns  Anideus,  Investing  Membranes 
having  been  removed  (natural  size).  Near  lower  border  is  seen  slight  eleva- 
tion of  skin  witli  circular  furrow. 

Plate  III. — Sectional  appearances  of  Foetus  Anideus  (natural  size),  a, 
amnion,  passing  into  furrow  above  larger  of  the  two  projections  on  anterior 
surface  ;  h,  the  furrow  ;  c,  coil  of  intestine  ;  d,  surface  of  larger  projection 
covered  with  amnion  ;  e,  slight  furrow  with  fold  of  amnion  ;  /,  bloodvessels  ; 
g,  long  bone  in  transverse  section  ;  h,  sebaceous  gland  ;  fc,  muscular  fibres  ;  I, 
adipose  tissue  in  well-marked  lobules  ;  m,  central  osseous  mass  (vertebrte). 


Meeting  III. — January  10,  1894. 
Dr  A.  H.  Freeland  Barboor,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  duly  elected  Fellows  of  the 
Society :— R.  W.  Roberts,  L.R.C.S.  &  RE. ;  C.  B.  Ker,  M.B.,  CM. ; 
J.  M.  Farquharson,  M.B.,  CM.;  and  C.  A.  Butchart,  M.B.,  CM. 

II.  Dr  Webster  showed  a  specimen  of  an  abortion  sac  which 
was  passed  by  a  woman  on  November  13th,  1893.  Three  weeks 
previously  the  abortion  was  threatened,  and  there  was  a  daily 
dribbling  of  blood  from  the  vagina  until  the  sac  was  passed.  She 
was  not  under  treatment  during  this  period.  Her  menstrual 
history  gave  no  indication  as  to  the  length  of  the  pregnancy,  con- 
ception having  occurred  during  a  period  of  amenorrhoea  due  to 
anremia.  The  abortion  sac  presented  one  or  two  points  of  interest. 
Immediately  after  being  passed  it  was  thought  to  be  a  complete 
abortion.  It  was  about  the  size  of  a  large  hen's  egg,  the  outer 
surface  being  of  a  pinkish-yellow  colour.  In  the  main,  the  surface 
was  smooth,  though  here  and  there  it  presented  a  finely  shaggy 
appearance.  This  surface  at  first  sight  was  thought  to  be  the 
surface  of  the  vera  separated  from  the  uterus.  On  opening  the 
sac  a  smooth  cavity  was  found,  and  projecting  from  the  wall  a 
large  rounded  dark  mass  the  size  of  a  walnut,  wiiich,  at  first  sight, 
appeared  to  be  the  redexa.     In  the  substance  of  the  rest  of  the 
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decidiia  several  small  licemorrhages  were  seen,  varying  from  the 
size  of  a  pea  to  that  of  a  bean.  Lying  in  the  large  cavity  was  a 
small  ftjetus  about  half  an  inch  in  length,  the  umbilical  cord  passing 
into  the  supposed  reHexal  sac.  The  foetus  was  well  formed,  and 
showed  the  commencing  buds  of  the  limbs.  The  first  idea  formed 
of  the  case  was  tliat  there  liad  been  a  luemorrhage  inside  the 
reflexa,  and  that  the  fcetus  had  been  forced  tlirougli  the  wall  into 
the  space  between  the  vera  and  retlexa.  Microscopic  examination, 
however,  showed  tiie  following  points: — The  outer  surface  of  the 
abortion  was  not  veia,  but  the  reflexa.  It  had  apparently  formed 
a  few  adhesions  with  the  vera.  Tlie  inner  surface  of  tiie  sac  was 
entirely  lined  with  amnion.  The  large  round  sac  thought  to 
be  the  reflexa  was  in  reality  a  large  hemorrhage  wliich  had 
occurred  under  the  amnion,  and  liad  pushed  it  forwards.  It  is 
interesting  to  note  the  difference  between  the  size  of  the  foetus  and 
that  of  the  abortion  sac.  The  latter  is  the  size  normally  found  in 
a  two  or  two  and  a  half  month's  pregnancy  ;  the  former  is  only 
three  or  four  weeks  old.  Usually  such  an  amount  of  haemorrhage 
in  the  decidua  is  accompanied  witii  the  death  and  abortion  of  such 
a  young  foetus,  if  the  abortion  be  delayed  for  two  or  tin-ee  weeks. 
Here,  however,  the  foetus  is  well  formed  and  well  preserved.  It 
may  be  that  it  was  not  destroyed,  but  lived,  though  feebly,  until  the 
abortion  occurred.  This  is  difficult  to  believe,  because  the  large 
hffimorrliage  occurred  immediately  under  the  attachment  of  the 
umbilical  cord.  It  may  be  that  it  was  killed,  l)ut  remained  intact ; 
tins  is  doubtful,  because  it  showed  not  the  slightest  sign  of  softening. 
Another  possibility  is  that  the  foetus  was  an  abnormally  small  one  ; 
or  it  may  be  that  the  case  was  one  of  early  hydramnios,  the 
disproportionate  size  of  the  amniotic  cavity  relative  to  that  of  the 
foetus  being  thus  accounted  for.  The  specimen  is  also  of  interest 
as  showing  how  a  reflexal  abortion  may  be  mistaken  for  a  complete 
abortion.  In  this  case  the  vera  was  left  behind  in  the  uterus,  and 
required  to  be  removed  with  the  curette. 

III.  Dr  Hart  showed  Photographs  of  an  achondroplasiac  dwarf 
for  Dr  Hermann,  London. 

IV.  Dt  J.  W.  Ballantyne  exhibited — (a.)  A  fcetus  with 
GENEKAL  DROPSY,  which  Dr  J.  Halliday  Croom  had  kindly  given 
him.  It  was  the  sixth  specimen  of  the  disease  which  he  had  been 
able  to  examine.  It  was  a  female,  and  had  the  usual  external 
appearance  of  general  dropsy  as  it  occurs  in  the  foetus.  In  the 
dissection  of  it  he  was  aided  by  Dr  Samuel  Davidson,  Demon- 
strator of  Anatomy  at  Minto  House.  A  careful  search  was  made 
for  the  thoracic  duct  in  its  usual  position,  but  no  trace  of  it  was 
found.  The  only  other  anomaly  was  a  less  patent  condition  of  the 
foramen  ovale  than  is  usually  met  with  at  this  time  of  foetal 
life. 
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(h.)  A  FtETUS  WITH  IMPEKFOKATE  ANUS,  which  was  brought  to 
hiiu  oil  December  16th,  1893,  by  one  of  his  Dispensary  students 
(Mr  Briggs).  The  mother  was  nearly  40  years  of  age,  and  was  a 
xiv.-para.  Slie  first  menstruated  at  the  age  of  13,  and  was  married 
when  17.  Of  her  fourteen  pregnancies,  the  second,  fourth,  and 
fourteenth  (the  present  one)  had  ended  in  miscarriage  ;  the  sixth 
child  was  born  at  tiie  seventh  month,  but  is  now  alive  ;  the  others 
went  to  the  full  time,  but  three  of  the  children  died  in  childhood. 
Both  her  father's  mother  and  her  mother's  mother  had  families  of 
thirteen  children,  and  her  mother  had  had  eight  infants.  There 
was  no  history  of  twins.  In  this  (her  fourteenth)  pregnancy, 
labour  set  in  at  five  and  a  half  months  ;  the  waters  be^ian  to 
dribble  away  about  a  week  previously,  the  child  presented  by  the 
breech,  and  there  was  some  delay  in  the  expulsion  of  the  placenta. 
The  only  cause  assigned  for  the  miscarriage  was  the  occurrence  of 
a  "  heavy  washing "  about  a  week  before.  The  fcetus,  a  male, 
weighed  715  grms.  The  placenta,  membranes,  and  cord  weighed 
210  gnus.;  the  placenta  was  pale,  and  its  uterine  surface  was 
much  broken  up ;  the  membranes  appeared  normal ;  the  cord  was 
40'5  cms.  in  length,  had  an  almost  central  insertion,  contained  two 
arteries  and  a  vein,  and  showed  little  torsion.  The  placenta 
measured  13  cms.  by  ll'S  cms.,  and  was  15  cm.  in  thickness. 
Dissection  showed  that  the  internal  organs  of  the  fcetus  had  a 
normal  appearance ;  but  it  was  noted  tliat  whilst  the  greater  part 
of  tiie  large  intestine  was  somewhat  contracted,  the  signioid 
flexure  and  rectum  were  greatly  distended  with  meconium.  The 
left  side  of  the  pelvis  was  then  removed  in  order  to  expose  the 
lower  end  of  the  rectum.  The  left  testicle  was  found  lying  at  the 
internal  inguinal  ring,  and  the  right  a  little  above  it.  The  rectum 
passed  down  into  the  pelvis  lying  beliiud  the  bladder;  it  termin- 
ated blindly  at  a  distance  of  1  cm.  from  the  perineum,  and  at  its 
termination  was  in  close  contact  with  the  posterior  surface  of  the 
urethra  at  its  point  of  origin  from  the  bladder.  Externally  there 
was  a  marked  post-anal  dimple.  There  was  no  anal  aperture, 
but  in  the  raphe  of  the  perineum,  which  was  well  marked,  was 
a  small  whitish  projecti(ni  in  the  usual  situation  of  the  anus. 
The  penis  was  curved  sharply  on  itself.  The  hands  and  feet 
weie  normal. 

(c.)  An  EXisNCEPHALiC  FCETUS.  which  had  been  handed  to  him 
for  examination  by  Dr  Arthur  Wilson.  The  mother  was  a  well- 
developed  woman,  29  years  of  age,  living  in  comfortable  circum- 
stances. She  had  always  been  healthy,  and  was  married  when  she 
was  28  years  and  9  months  old.  The  uterus  and  annexa  were 
normal,  and  her  menstrual  functions  regulai-.  The  deformed  foetus 
was  the  result  of  her  first  pregnancy.  During  the  gestation  she 
had  frequency  of  micturition,  and  in  the  last  week  she  suffered 
from  great  thirst  (drinking  as  much  as  eight  pints  of  water  daily). 
The  fcetal  movements  were  felt  strongly  the  week  before  delivery, 
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and  during  tliis  same  week  the  patient  got  very  rapidly  bigger  (as 
large  as  if  at  ninth  montli).  Uterine  pains  began  on  Friday, 
December  22nd,  lasted  for  six  hours,  returned  again  on  Sunday, 
and  persisted  till  the  child  was  born  on  Monday  (Christmas  day) 
at  11  A.M.  The  patient  had  been  anaesthetised,  and  the  os  dilated 
with  the  hand.  The  head  presented.  The  child's  heart  was 
beating  at  the  time  of  delivery,  but  it  did  not  attempt  to  respire. 
The  mother  made  an  uninterrupted  recovery.  The  father  was  a 
strong  healthy  man,  33  years  of  age.  There  was  no  family  history 
of  deformity  on  either  the  father's  or  the  mother's  side.  The 
fcetus,  a  female,  weighed  1260  grammes,  and  had  a  total  length  of 
35  cms.  As  seen  from  the  front,  it  had  the  usual  appearances  of 
anencephaly ;  but  on  looking  at  the  head  from  above  it  was  found 
that  the  cranial  vault  covered  by  the  scalp  was  present.  The 
vault-bones,  however,  were  evidently  lying  in  close  apposition  to 
the  basis  cranii,  a  fact  that  was  rendered  very  clear  when  a 
vertical  mesial  frozen  section  had  been  made.  From  the  lower 
occipital  region  there  projected  the  cerebral  mass,  measuring 
16  cms.  in  circumference,  consisting  of  the  two  halves  of  the 
cerebrum,  and  lying  upon  the  nape  of  the  neck.  Tlie  frozen 
section  showed  that  there  was  cervical  spina  bifida,  and  marked 
lordosis  of  the  cervical  part  of  the  spine,  along  with  the  usual  dis- 
placement of  the  parts  in  the  neck  which  is  found  in  anencephaly. 
The  ears  had  the  usual  crumpled  appearance  ;  but  the  hands  and 
feet  were  normal.  The  placenta  was  kidney-shaped  (about 
10  inches  long),  and  the  cord  was  inserted  near  one  end,  but  was 
not  marginal.  The  membranes  were  reflected  off  the  foetal  surface 
of  the  placenta,  about  2  inches  from  one  end.  There  were  at  least 
five  quarts  of  liquor  amnii  (hydramnios). 

(d.)  A  PSEUDENCEPHALic  FCErus,  which  had  occurred  in  the  practice 
of  Dr  A.  T.  Sloan,  to  whom  he  was  indebted  for  the  specimen. 
The  mother  was  28  years  old,  a  i.-para,  had  advanced  to  about  the 
sixth  month  of  pregnancy  when  uterine  contractions  set  in  (cause 
unknown),  and  three  days  afterwards  (December  30th,  1893)  the 
malformed  foetus  was  born  before  Dr  Sloan  arrived  at  the  house. 
There  was  no  hydramnios,  and  the  placenta  and  cord  appeared 
normal.  The  mother  had  scarlet  fever  in  childhood,  which  was 
doubtless  the  cause  of  the  mitral  stenosis  from  which  she  now 
suffered,  but  she  had  not  had  any  symptoms  of  it  till  two  months 
ago,  when  haemoptysis,  palpitation,  and  jaundice  developed.  She 
had  also  incipient  phthisis.  She  was  one  of  a  family  of  seven,  of 
whom  six  are  alive  and  healthy.  The  father  of  the  foetus  was  a 
healthy  man,  and  had  had  four  perfectly  healthy  children  by  his 
first  wife.  There  was  no  family  history,  on  either  side,  of 
hydrocephalus,  spina  bifida,  or  other  malformation.  The  foetus,  a 
male,  weighed  471  grammes,  and  had  a  total  length  of  26  cms. 
Its  width,  with  outstretched  arms,  was  27  cms. ;  the  circumference 
round  the  shoulders  was  21    cms.,  and  under  the  axilhe   19  cms. 
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There  was  no  cranial  vault,  but  on  the  basis  cranii  there  lay  a 
hilobed  reddish  mass  covered  by  thin  membrane,  measuring  7  cms. 
in  breadth,  and  16  cms.  in  circumference.  The  distance  from  the 
perineum  to  tlie  top  of  the  cerebral  tumour  was  17'5  cms.,  and 
from  the  same  point  to  the  upper  border  of  the  supra-orbital 
margin,  where  the  osseous  deficiency  began,  was  15  cms.  There 
was  cervical  spina  bifida,  and  the  cervical  part  of  the  spine  showed, 
as  seen  in  frozen  section,  marked  lordosis.  There  was  the  same 
absence  of  external  indications  of  a  neck,  the  same  contorted 
appearance  of  the  ears,  and  tlie  same  displacement  of  the  organs  in 
the  cervical  regions  as  is  met  with  in  theanencephalic  foetus.  The 
age  of  the  foetus  was  evidently  between  five  and  six  months,  and 
the  skin  had  the  reddish  hue  peculiar  to  early  intra-uterine  life. 
The  anatomy  was  studied  by  means  of  frozen  sections  (vertical 
mesial). 

(e.)  An  ABORTION  SAC  containing  an  embryo  showing  arrested 
development.  The  specimen  had  been  kindly  given  to  him  by  Dr 
J.  M.  Farquharson,  in  whose  practice  it  liad  occurred.  It  came 
from  a  woman  of  26,  a  vi.-para,  who  had  last  menstruated  at  the 
end  of  October.  She  had  threateuings  of  an  abortion  on  the  27th 
and  28th  of  December  1893,  and  on  the  night  of  the  29th  the  ovum 
was  expelled.  Xo  medical  man  was  present  at  the  time  of  its 
expulsion.  There  was  some  slight  haemorrhage.  The  woman  had 
been  married  when  18  years  old,  and  had  been  six  times  pregnant. 
She  had  not  previously  had  an  abortion,  but  had  in  one  instance 
given  birth  prematurely  (at  the  seventh  month)  to  an  infant  that 
only  lived  twenty  minutes.  She  had  lost  two  of  her  children  in 
June  (1893)  from  scarlet  fever;  the  other  two  were  living  and 
healtliy.  Her  mother  had  had  a  family  of  twelve.  The  father  was 
healthy.  No  cause  for  the  abortion  was  known,  save  possibly  a 
strain  whilst  washing,  about  a  week  previously.  The  abortion  sac 
had  an  ovoid  figure,  and  measured  7  cms.  in  length  by  5  cms.  in 
breadth.  It  was  covered  by  the  decidual  membranes,  except  at  the 
narrow  end  wliere  the  chorion  was  exposed ;  at  the  opposite  (the 
broad  end)  was  a  recent  haemorrhage.  The  sac,  when  opened,  was 
found  to  contain  6  drachms  of  clear  liquor  amnii,  and  at  a  point 
about  midway  between  the  broad  and  narrow  end  was  seen  a  sniall 
embryo  and  umbilical  vesicle.  The  embryo  measured  only  4  mms. 
in  lengtli,  whilst  from  the  size  of  the  abortion  sac  and  the  history 
of  the  pregnancy  it  ought  to  have  been  at  least  4  or  5  cms.  in 
length.  The  umbilical  vesicle  was  pear-shaped,  with  the  narrow 
end  near  to  the  embryo,  was  flattened,  and  had  a  diameter  of  about 
4'5  mms.  Dr  Ballantyne  proposed  at  a  future  meeting  of  tlie 
Society  to  show  enlarged  photographs  of  the  embryo  and  umbilical 
vesicle.  A  black  spot  near  one  end  probably  indicated  the  0})tic 
vesicle,  and  there  were  no  traces  of  limbs.  All  these  (five)  speci- 
mens had  been  examined  in  the  Laboratory  of  the  Eoyal  College  of 
Physicians. 
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V.  rostponed  Discussion  on  Dr  J.  W.  Ballantyne's  paper  on 

INFLUKNZA  IN  ITS  RELATION  TO  OBSTKTKICAL,  GYNECOLOGICAL,  AND 
PEDIATRIC  CASES. 

The  President  said  tliat  lie  had  read  with  <,neat  interest  Dr 
Ballantyne's  paper,  and  hoped  that  it  would  have  the  result  of 
drawing  out  tiie  experience  of  Fellows  with  regard  to  the  points 
raised  in  the  paper.  Personally  he  had  not  seen  a  sutticient 
number  of  cases  of  influenza  to  express  any  opinion  as  to  its  effect 
on  menstruation  and  pregnancy.  The  most  noteworthy  facts 
which  Dr  Ballantyne  and  others  had  brought  forward  were  the 
tendency  to  bleeding  from  the  uterus  during  the  commencement 
of  influenza  and  to  abortion.  But  in  judging  the  signilicance  of 
these,  we  should  also  require  to  know  in  how  many  cases  influenza 
occurred  without  any  disturbance  of  menstruation  or  pregnancy. 
It  might  come  out  in  discussion  that  there  were  so  many  cases  in 
which  influenza  had  no  effect,  that  it  was  doubtful  whether  in  the 
cases  where  these  symptoms  occurred  w-e  were  justified  in  attribut- 
ing them  to  influenza. 

Professor  Simjjson  said  he  had  suggested  that  discussion  of  Dr 
Ballantyne's  paper  should  be  deferred,  in  the  hope  that  after  the 
Fellows  had  had  time  to  think  over  the  matter,  some  of  them 
might  be  able  to  supplement  the  observations  that  Dr  Ballantyne 
had  brought  before  them.  It  was  somewhat  disappointing  to  see 
how  little  had  come  of  the  opportunities  the  profession  had  had 
during  the  past  four  years  of  studying  influenza.  With  all  the 
modern  means  of  investigation  it  might  have  been  expected  that 
more  insight  would  have  been  gained  as  to  the  nature  and  eflects 
of  this  disease  than  has  yet  been  arrived  at.  When  the  epidemic 
appeared  four  years  ago,  he  (Prof.  Simpson)  had  watched  the 
patients  in  the  Maternity  with  the  view  of  noting  whether  any  of 
them  showed  any  trace  of  the  affection ;  but  the  Institution 
remained  perfectly  free  from  any  disturbances  that  could  be  referred 
to  the  disease.  He  had  seen  one  patient  in  private  attacked  with 
influenza  at  the  full  term,  in  whom  the  labour  was  attended  with 
a  dangerous  flooding.  This  disposed  him  to  believe  that  Dr  Ballan- 
tyne had  been  correct  in  attributing  to  influenza  a  tendency  to  in- 
crease uterine  haemorrhages.  In  any  case,  the  paper  was  valuable 
as  recording  the  impressions  of  a  careful  observer,  and  would  be 
of  great  service  in  fixing  attention  on  a  subject  of  great  im[)ortance. 
Dr  James  Ritchie  said  that  he  believed  that  the  influenza  poison 
acted  primarily  through  the  nervous  system,  and  that  among  other 
effects  it  produced  congestions,  sometimes  very  severe  congestions, 
of  internal  organs — the  larynx,  bronchial  tubes,  gastro-intestinal 
tract,  membranes  of  the  brain  ;  in  connexion  with  all  these  he  had 
seen  haemorrhages  because  of  influenza.  In  relation  to  the  special 
department  of  the  Society,  not  man}'  cases  had  come  under  liis 
observation,  although  he  had  treated  a  very  large  number  of  cases 
of  influenza.     One  lady  at  the  climacteric  wlio  liad  a  large  flabby 
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uterus,  and  who  previously  Iiad  occasionally  somewliaL  copious  losses 
at  the  menstrual  periods,  who  also  liad  some  months  l)efore  a 
slit;ht  cerebral  ap0])lexy,  was  suddenly  seized  with  intluenza;  she 
had  hi_2;h  temperature,  rapid  pulse,  great  congesticui  of  conjunctiva', 
a  cerebral  luemorrhage,  and  very  copious  ami  alarming  metror- 
rhagia. The  latter  was  checked  by  means  of  the  hot  douclie. 
Anotlier  lady,  aged  26,  about  three  weeks  after  an  abortion  at  the 
third  month,  was  seized  with  influenza,  accompanied  by  congestion 
of  abdominal  organs,  pain,  sickness,  and  diarrhoea;  she  also  com- 
plained that  the  womb  felt  very  large.  The  discharge  had  been 
very  scanty  from  the  (hiy  following  the  abortion  ;  it  liad  stopped  at 
the  end  of  a  fortnight,  then  recurred  slightly,  but  three  days  after 
the  onset  of  tlie  influenza  it  became  so  copious  that  Dr  Ritcliie 
was  sent  for  in  the  middle  of  the  night;  it  was  partially  arrested 
by  a  crystal  of  ammonia  iron  alum,  but  the  hot  douche  had  much 
more  influence,  and  stopped  the  copious  h)ss.  In  children  Dr 
Ritchie  had  several  times  found  a  scarlatinal  rash  at  the  com- 
mencement of  influenza,  also  sore  throat,  but  in  all  the  cases 
wdiich  had  come  under  his  notice  he  had  been  able  practically  to 
exclude  scarlatina  by  means  of  the  conjunctival  congestion,  the 
catarrh  of  the  respiratory  tract,  and  the  absence  of  the  characteristic 
tongue  of  scarlatina. 

Dr  Haultain  thought  that,  considering  the  manifold  different 
symptfuus  which  influenza  manifested  independently  of  pregnancy 
or  other  complications,  it  was  veiy  difficult  to  decide  what  its 
influence  was  on  any  given  condition.  From  the  frequently  higli 
temperatures  with  which  it  was  associated,  it  would  seem  to  tend 
to  cause  abortion,  like  other  fevers ;  but  like  malarial  conditions 
the  fever  was,  as  a  rule,  not  of  a  prolonged  type,  and  therefore  did 
not  cause  premature  expulsion  by  any  means  so  frequently  as  the 
zymotic  fevers.  Doubtless  from  the  internal  congestion  with  which 
influenza  had  been  shown  to  be  associated,  one  would  suppose 
it  to  be  a  source  of  abortion  from  a  tendency  to  haemorrhage 
into  the  decidua.  From  practical  experience,  however,  he  found 
that,  in  the  first  place,  pregnant  women  were  not  prone  to  take 
influenza;  and,  secondly,  its  effect  on  gestation  was  by  no  means 
so  marked  as  one  would  expect.  It  looked  very  like  as  if  preg- 
nancy offered  a  certain  amount  of  immunity  from  the  disease. 
His  observations  were  entirely  opposed  to  Dr  Felkin's  experience 
as  reported  to  the  Society  two  winters  ago.  In  the  puerperium 
he  was  much  struck  by  the  high  temperatures  recorded  when 
complicated  by  influenza;  in  one  case  in  particular,  the  tempera- 
ture on  the  fourth  day  went  up  to  107°-8  F.  without  any  fatal 
resvilt.  He  had  met  with  several  cases  of  influenza  associated 
with  gynecological  conditions,  but  from  the  obscure  workings  of 
the  uncomplicated  disease  he  could  not  definitely  attribute  the 
special  symptoms  to  it  in  such  a  manner  as  to  make  the  observa- 
tions of  any  special  value. 
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Dr  Felldn  said  tli.at  he  liad  read  Dr  Ballantyne's  paper  intro- 
ducing tiie  discussion  on  influenza  with  nnicli  interest,  and  that  as 
liis  own  paper  on  '-The  Influence  of  Influenza  on  Women,"  which 
he  read  before  the  Society  in  December  1891,  had  been  referred 
to,  he  had  niucii  i)leasure  in  making  a  few  remarks,  although  he 
had  not  very  much  to  add  to  tiiat  paper.  He  had  not  seen  very 
many  cases  of  influenza  this  last  season,  although  he  had  had  a 
considerable  number  in  1892,  and  his  further  exi)erience  of  the 
disease  had  only  confirmed  his  previous  opinion,  that  it  was 
dengue  modified  by  climate.  He  woukl  first  reply  to  Dr  Ballan- 
tyne's queries ;  and  he  did  not  think  that  Dr  Ballantyne  was  right 
in  thinking  that  tlie  influenza  was  not  truly  menstrual.  'J'he  two 
patients  he  had  previously  referred  to  are  now  menstruating 
regularly.  The  patient  aged  10  was  rather  irregular  at  first,  the 
])eriod  occurring  every  six  and  eigiit  weeks  during  the  first  year, 
but  now  occurring  normally.  The  other  case,  in  which  the  girl 
was  rather  over  12,  has  menstruated  regularly  ever  since.  With 
regard  to  the  case  of  the  woman  aged  49,  Dr  Felkin  saw  her  a 
week  ago,  and  found  that  she  menstruated  for  very  nearly  two 
years.  Apart  from  this,  however,  there  can  be  no  doubt  that 
metrorrhagia  does  occur,  as  Dr  liallantyne  mentions,  and  five  other 
cases  which  have  come  under  his  notice  presented  the  appearances 
which  Dr  Ballantyne  quotes  from  Gottschalk  and  R.  Miiller ;  but 
out  of  the  five  cases  the  ovaries  were  affected  in  four.  One  of  these 
cases  was  interesting,  because  of  the  persistence  of  the  ovarian 
irritation.  The  case  was  briefly  as  follows; — A  lady,  aged  31,  the 
mother  of  three  children,  had  a  severe  attack  of  influenza  in 
February  1891.  The  flow  occurred  upon  the  fifth  day,  with  a 
secondary  rise  of  temperature  to  104°-2.  Both  ovaries  were 
enlarged  and  exquisitely  tender.  Within  a  month  the  left  ovary 
became  normal,  but  the  right  retained  a  large  size,  and  for  more 
than  a  year  and  a  half  this  patient  suffered  from  very  severe 
ovarian  neuralgia,  which  Dr  Felkin  had  extreme  difficulty  in 
subduing.  The  periods  were  accompanied  by  great  discomfort, 
and  on  several  occasions  hot  douches  were  necessitated.  In  this 
connexion  three  cases  of  orchitis  have  occurred  in  Dr  Felkin's 
practice — two  in  1892  and  one  in  December  1893 — in  which  pretty 
smart  orchitis  has  occurred.  In  the  last  case,  in  1893,  it  went  on 
to  suppuration,  probably  due  to  a  severe  fall  which  the  patient  got 
before  he  was  fully  convalescent.  The  only  other  point  which 
Dr  Felkin  wished  to  refer  to  was  the  necessity  which  existed  for 
care  being  taken  by  women  who  are  attacked  by  influenza  either 
during  pregnancy  or  when  suffering  from  any  pelvic  disease.  He 
had  seen  several  cases  in  which  the  troubles  from  which  the 
women  happened  to  be  suffering  were  markedly  increased  by 
influenza,  and  he  had  had  two  other  cases  of  abortion.  One 
occurred  in  a  healthy  primipara  at  about  the  third  month  ;  the 
other  in  the  third  pregnancy  of  an  otherwise  healthy  woman,  at 
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about   tlie   second    mouth.       In    both    cases    recoveiy    was    veiy 
tedious. 

Dr  Ballantyne  said,  in  chising  tlie  discussion,  that  he  had  been 
somewhat  surprised  to  hear,  from  several  of  those  who  had  spoken, 
that  influenza  liad  only  in  rare  instances  occurred  as  a  complica- 
tion of  their  obstetrical  and  gynaecological  cases  He  was  forced, 
therefore,  to  conclude  that  his  own  experience  had  been  excep- 
tional. He  was  much  interested  by  what  Dr  Felkin  had  said 
about  the  continuance  of  the  menstrual  flow  in  tlie  two  young 
girls  in  whom  influenza  was  said  to  iiave  initiated  the  menstrual 
function  prematurely,  and  he  still  felt  that  it  was  somewliat  strange 
that  influenza  should  have  this  power.  Such  an  occurrence  nnglit 
possibly  tlirow  some  light  upon  the  mechanism  of  menstruation. 
Dr  Haultaiu's  cases  were  of  great  interest,  and  could  scarcely  be 
regarded  as  simple  coincidences ;  the  association  of  influenza  with 
eclampsia  gravidarum  was,  he  believed,  a  novel  observation.  Dr 
Ballantyne  agreed  with  Prof.  Simpson  that  the  comparative 
freedom  from  influenza  of  the  patients  in  the  Maternity  Hospital 
was  a  noteworthy  fact,  and  one  that  it  was  difficult  to  explain. 
Tiiere  were  many  facts  about  the  disease  which  were  still  most 
obscure. 

VI.  PROLAPSE  OF   THE    BLADDER  DURING  PREGNANCY 

AND  PARTURITION. 

By  James  Ritchie,  M.D.,  M.R.C.S.  Eng. 

A  LADY  to  whom  Dr  James  Eitchie  expected  to  be  called  for  her 
first  confinement  at  the  end  of  last  June,  sent  for  him  on  the  20th 
of  that  month.  For  some  time  she  had  difficulty  in  walking  in 
consequence  of  something  whicii  came  down  soon  after  she  got  out 
of  bed  in  the  morning.  It  had  existed  in  a  less  troublesome  degree 
for  a  longer  period  ;  it  disappeared  soon  after  she  lay  down,  and 
gave  no  trouble  overnight,  but  shortly  after  rising  it  descended, 
interfering  with  walking,  and  while  it  remained  down  there  were 
frequent  calls  to  pass  urine. 

She  was  28  years  of  age,  well  built,  healthy  looking,  dark  hair, 
and  with  a  good  com})lexion.  On  examination  there  was  found 
projecting  from  the  vulva  a  rounded  swelling  about  the  size  of  a 
Tangerine  orange;  it  was  not  tender,  its  walls  seemed  to  be  of 
equal  thickness  all  round,  it  was  easily  pushed  up  into  the  vagina, 
and  was  found  to  consist  of  the  anterior  wall  of  vagina  and  the 
]>()Sterior  wall  of  bladder.  There  was  no  tendency  to  a  recurrence 
of  the  protrusion  while  the  recuml)ent  posture  v»'as  maintained, 
but  it  reappeared  readily  when  a  bearing-down  effort  was  made  in 
the  standing  position.  The  uterus  was  not  abnormally  high  up, 
and  the  os  was  readily  reached  by  the  examining  finger;  there  was, 
however,  a  considerable  degree  of  laxity  of  the  lower  portion  of 
tlie  abilominal  wall. 
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Tlie  patic'iiL  was  advised  to  nuiiiilaiii  the  lecuiiibeiit  position  as 
miicli  as  possil)le. 

Nine  days  later,  l)r  Kitcliie  was  called  to  the  confinenjcnt.  The 
bowels  had  been  relieved  befoie  his  arrival.  There  was  nothing- 
unusual  to  note  durin^^  the  first  stage,  either  as  to  frequency  of 
micturition  or  the  character  of  the  pains.  As  soon  as  the  head 
be^an  to  advance,  the  bladder  was  pushed  down  before  it  with 
each  pain,  and  would  have  protruded  externally,  but  counter- 
pressure  was  made  with  the  fingers  on  tlie  part  which  tended  to 
prolapse  during  the  pains,  and  when  the  head  was  suf^ciently  low 
tlie  prolapsed  structures  were  with  some  difficulty,  but  with  care, 
])ushed  above  it,  and  after  this  the  head  descended  more  readily. 
'J'he  further  course  of  the  delivery  was  quite  normal.  During  the 
first  twenty-four  hours  the  urine  required  to  be  drawn  off  twice. 
For  a  day  or  two  there  was  a  little  difficulty  in  starting  the  process 
of  micturition,  but  since  that  time  there  had  been  no  t!oul)le.  The 
jiatient  was  kept  in  bed  for  three  weeks,  and  although,  when  she 
first  got  up,  she  experienced  a  feeling  of  I'ulness  at  the  vaginal 
orifice,  there  never  was  any  inotrusion  nor  iiiconvenience,  and  the 
functions  were  now  all  normal. 

As  this  case  has  certain  points  of  peculiarity,  it  was  thought  that 
it  might  prove  interesting  to  the  Society. 

On  looking  into  the  literature  relating  to  displacements  of  the 
bladder,  one  is  struck  with  the  great  difference  in  the  importance 
whiidi  seems  to  be  attached  to  it.  In  some  of  the  text-books  it  is 
merely  mentioned  as  being  a  possible  cause  of  difficulty  ;  in  others 
it  has  a  very  considerable  amount  of  space  devoted  to  it.  In  Sir 
James  Y.  Simpson's  Selected  Ohsletrical  and  Gyneculug leal  Works 
a  very  good  synopsis  of  the  subject  is  given  in  the  lecture-notes  at 
the  commencement  of  the  volume. 

Although  there  are  many  recorded  cases  of  partial  prolapse  at 
or  near  tlie  full  term  of  pregnancy,  there  are  comparatively  few 
in  which  there  was  a  hernial  protrusion  as  in  the  one  above 
described. 

As  recently  as  1863  W.  H.  Broadbent  stated  {Ohstet.  Trans., 
Lond.,  vol.  V.  ]).  44)  that  he  did  not  find  in  systematic  works  on 
midwifery  or  in  obstetrical  transactions  any  complete  account  of 
the  disturbing  influence  which  derangement  of  the  bladder  seems 
to  exert  on  tiic  first  stage  of  labour.  After  describing  what  had 
been  previously  recognised,  he  divided  the  conditions  of  the  bladder 
which  he  found  to  interl'ere  with  the  first  stage  of  labour  into  four 
classes — 

1.  Complete  prolapse,  with  or  without  distention. 

2.  Partial  prolapse,  i.e.,  where  the  fundus  remains  between  the 
uterus  and  symphysis  pubis. 

3.  Distention  while  in  situ. 

4.  Irritability. 

In  relation  to  the  time  of  its  occurrence  and  the  kind  of  case  in 
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which  prolapse  is  most  common,  Broadbent  states  that  it  does  not 
occur  siuklenly  during  labour,  but  is  in  most  cases  present  during 
impregnation,  as  a  result  usually  of  repeated  child-bearing.  It  may 
give  rise  to  little  or  no  inconvenience  during  pregnancy,  but  at 
any  time  during  the  later  months  the  bladder  may  become  dis- 
tended, false  pains  of  great  severity  may  be  set  up,  and  labour 
even  induced  prematurely.  Eamsbotham  {Med.  Times  and  Gaz., 
1<S59,  vol.  i.  p.  4)  states  that  in  all  the  cases  which  he  had  seen 
the  patients  had  borne  children  before ;  that  three-fourths  of  them 
had  slightly  diminished  conjugate  diameters  at  the  brim  of  the 
pelvis ;  that  all  of  these  cases  but  one  had  to  be  delivered  with 
long  forceps.  But  in  only  one  case  had  he  found  prolapse  of  the 
bladder  before  the  onset  of  labour, — that  is,  during  the  latter  part 
of  pregnancy. 

In  the  case  recorded  by  Dr  liitchie  the  patient  was  a  primi- 
para,  who  was  well  formed,  had  no  contraction  at  the  brim ;  the 
natural  powers  were  sufficient  to  expel  a  large  well-formed  child. 
The  prolapse  had  lasted  for  some  weeks  before  the  onset  of 
labour. 

As  to  the  symjjfoms. — Both  of  the  above-mentioned  authors 
describe  these  as  being  very  distressing,  consisting  of  painful 
sensations  in  the  lower  part  of  the  abdomen  and  external  genitals, 
constant  desire  to  ndcturate,  inability  voluntarily  to  void  urine, 
sometimes  involuntary  escape  of  urine,  slow  dilatation  of  the  os 
uteri,  greatly  protracted  labour  and  much  unnecessary  pain. 
Broadbent  also  states  that  the  labour  may  be  protracted  and  the 
suffering  great  when  there  is  prolapse,  even  although  there  be  no 
bladder  symptoms,  such  as  frequency  of  micturition. 

In  the  case  recorded  above,  the  first  stage  of  labour  was  quite 
normal,  which  proves  that  protraction  of  the  first  stage  with  unusual 
suffering  are  not  necessary  consequences  of  prolapse  of  the  bladder. 
It  is  a  question  whether  these  writers  have  sufficiently  discrimi- 
nated between  the  influence  of  the  various  disturbing  elements 
present,  viz.,  prolapse,  distention,  irritability  of  bladder.  Simple 
distention  without  prolapse  is  known  to  cause  suffering  and  delay, 
and  irritability  and  tenderness  of  the  bladder  often  cause  much 
suffering,  even  when  there  is  neither  prolapse  nor  distention. 
Croom  (A  Study  of  the  Bladder  during  Farturitio7i,  1884)  has 
shown  how  the  bladder  is  affected  in  the  first  stage  of  labour,  viz , 
1st,  By  pressure  upon  it  in  consequence  of  what  has  been  called 
the  form — restitution  power  of  tlie  uterus,  by  means  of  which  tlie 
fundus  uteri  is  drawn  forwards  and  downwards ;  this  will  be 
greatest  when  the  abdominal  walls  are  tense  and  the  membranes 
unruptured,  and  the  amount  of  liquor  amnii  great.  2nd,  A  greater 
amount  of  pressure  is  induced  by  the  stretching  of  the  cervix  ;  the 
long  fibres  of  the  uterus  draw  upwards  the  cervix,  and  along  with 
it  the  bladder,  causing  direct  pressure  on  the  viscus.  If  the 
bladder  is  irritable,  pressure  in  these  two  ways  will  cause  much 
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suffering.  Some  of  the  cases  recorded  as  partial  prolapse  without 
retention  would  have  been  better  classed  as  cases  of  tender  and 
irritable  bladder. 

With  the  diagnosis  of  the  above  case  there  was  no  difficulty; 
but  in  partial  prolapse,  when  the  vagina  is  filled  with  a  distended 
bladder,  if  care  be  not  taken  mistakes  might  arise.  Hamilton,  in 
his  lectures,  recorded  a  case  in  which  the  bladder  was  punctured 
under  the  impression  that  the  operator  was  evacuating  tiie  liquor 
aranii.  Merriman,  in  a  synopsis  of  the  various  kinds  of  difficult 
parturition,  also  records  a  similar  case. 

Tiie  treatment  calls  for  no  special  remark,  unless  it  be  that  in  all 
cases  of  protracted  labour,  and  in  all  cases  in  which  the  suffering 
seems  to  be  out  of  proportion  to  the  amount  of  work  done,  the 
condition  of  the  bladder  should  be  investigated  with  great  care. 
If  there  be  irritability  of  the  bladder,  probably  small  quantities  of 
chloroform  will  relieve  suffering  and  hasten  the  delivery.  If  the 
bladder  be  distended,  of  course  it  must  be  emptied  by  means  of 
the  catheter,  and  it  is  well  to  remind  ourselves  that  a  much  smaller 
quantity  of  urine  will  cause  over-distention  at  the  time  of  confine- 
ment than  in  the  unimpregnated  uterus.  If  it  be  prolapsed,  it  must 
be  supported  during  the  pains,  and  as  soon  as  possible  pushed  with 
care  above  the  descending  head. 

A  very  interesting  case  is  recorded  by  Ciiristian  in  the  Edin- 
hurgh  Medical  and  ISurgical  Journal,  1813,  vol.  ix.  p.  281.  He  was 
called  by  a  midwife  because  of  delay, — the  patient  had  been  in 
labour  from  Saturday  morning  till  Monday  morning.  He  found 
prolapse  of  the  bladder,  drew  off  a  pint  and  a  half  of  urine  ;  the 
head  descended  quickly  to  the  perinreum  ;  he  left  the  midwife  to 
finish.  Next  morning  he  was  called  to  the  same  patient ;  he  found 
that  things  had  gone  on  as  he  had  anticipated,  but  there  was  a 
second  child  ;  he  found  a  state  of  matters  similar  to  that  which 
existed  at  his  first  visit ;  he  drew  off'  a  large  quantity  of  urine,  and 
three  pains  brought  the  second  child  into  the  world. 

Ramsbotham  states  that  a  chronic  prolapse  is  likely  to  follow 
its  accidental  descent  in  labour.  There  are  several  recorded  cases 
in  which  this  unfortunate  sequel  did  not  result,  and  in  the  one 
reported  above  there  has  been  no  tendency  to  recurrence  up  to  the 
present  time.  Doubtless  the  indication  is  to  keep  such  a  patient 
in  bed  for  a  longer  time  than  usual. 

What  is  the  cause  of  prolapse,  partial  or  complete  ? 

Webster  {Researches  in  Female  Pelvic  Anatomy,  1892)  classifies 
the  conditions  which  affect  the  lie  of  the  viscus  tlius, — 1.  Softening 
and  stretching  of  its  supports  ;  2.  Intra-abdominal  pressure  ;  3. 
Weight  of  the  uterus  ;  and  adds  that  the  first  of  these  probably 
varies  considerably  in  different  cases. 

The  author  of  this  paper  thinks  that  the  position  of  the  bladder 
is  determined  by — 

1.  The  condition  of  its  ligaments,  true  and  false. 


BY   DK   JAMES   KITCHIE.  59 

2,  The  pressure  and  traction  exerted  upon  it  by  surrounding 
organs.  («.)  The  weight  of  these  organs,  (h.)  The  amount  of 
intra-abdominal  pressure. 

3.  The  fluid  pressure  and  the  amount  of  Uuid  within  the 
bladder. 

1.  Not  only  are  those  portions  of  the  recto-vesical  fascia,  which 
are  called  the  true  ligaments  of  the  badder,  of  importance,  but  the 
fascia  itself  doubtless  plays  an  important  part  in  affecting  the 
position  of  the  bladder,  and  any  relaxation  of  any  of  these  sup- 
ports would  favour  the  occurrence  of  displacement.  Probably,  also, 
the  superior  false  ligament  containing  the  remains  of  the  obliterated 
urachus  has  a  considerable  influence  in  supporting  the  fundus. 

2.  (a.)  The  pressure  exerted  upon  the  bladder  by  surrounding 
organs.  Although  the  enOTaving  of  the  lateral  view  of  the  con- 
tents  of  the  male  pelvis,  which  has  been  copied  from  Qaain's 
Anatomij  into  other  text-books,  represents  the  distended  bladder 
as  a  globular  sphere,  probably  none  of  us  thiidv  that  in  the  living 
subject  it  has  this  shape.  Drawings  of  frozen  sections  of  the  un- 
impregnated  woman  by  Hart,  and  of  the  various  stages  of  preg- 
nancy by  Barbour,  Webster,  Softiantini,  and  others,  show  that  the 
position  and  shape  of  the  bladder  is  variable.  At  the  full  term, 
in  an  antero-posterior  section,  the  cavity  of  the  empty  bladder 
may  be  represented  by  a  straight  line  running  alni(3st  horizontally, 
with  a  slight  upward  obliquity  (if  the  body  is  in  the  erect  posture) 
between  the  gravid  uterus  and  the  pubes  ;  in  other  plates  it  is 
seen  to  lie  behind  the  pubes,  and  is  represented  by  three  arms  of 
different  lengths  diverging  at  variable  angles  from  a  common 
centre.  The  bladder  is  moulded  by  the  surrounding  viscera ;  one 
of  the  most  important  of  these  is  probably  the  gravid  uterus. 

Croom  has  shown  that  in  the  early  stage  of  pregnancy,  wiien  the 
uterus  is  anteverted,  as  it  frequently  is,  it  must  often  press  upon 
the  bladder  so  as  to  interfere  with  its  distention  ;  this  accounts  for 
the  frequency  of  micturition  which  is  common  in  tlie  early  months. 
If  we  examine  diagrams  of  this  condition  at  this  stage,  we  see  how 
prolapse  of  the  bladder  may  at  least  be  favoured.  As  pregnancy 
advances  the  weight  of  the  uterus  is  partly  sustained  by  the 
anterior  abdominal  wall ;  if  that  wall  is  lax,  the  position  of  the 
fundus  uteri  and  of  the  whole  anterior  wall  of  the  uterus  will  be 
lower  than  when  the  abdominal  wall  is  tense,  and  we  would  expect 
that  the  ascent  of  the  bladder  between  the  uterus  and  the  pubes 
might  be  rendered  more  difficult.  But  we  have  not  only  the 
pressure  of  organs  from  above,  but  the  support  of  those  structures 
which  go  to  constitute  the  floor  of  the  pelvis  and  its  potential 
outlet.  Any  weakening  of  any  part  of  tliese  would  favour  a  degree 
of  prolapse  of  the  bladder.  Sucli  a  condition  is  not  uncommon  in 
elderly  women  who  have  procidentia  uteri ;  it  is  sometimes  the 
precursor  of  procidentia,  and  is  most  common  in  those  in  wliom 
the  floor  of  the  pelvis  is  lax  and  the  perinseum  has  suffered  during 


60      niOLAPSE  OF  BLADDEK  DURING  PREGNANCY  AND  PARTURITION. 

delivery.  Ranisbotliani  has  pointed  out  that  proUipse  of  tlie  uterus 
is  not  the  cause  of  prolapse  of  the  bladder  during  delivery,  because 
prolapse  of  the  uterus  is  common,  whereas  the  bladder  affection  is 
rare. 

(h.)  The  amount  of  intra-abdominal  pressure  will  of  course  be 
seriously  affected  by  contractions  of  the  abdominal  wall.  During 
labour  we  have  a  practical  demonstration  of  the  effect  of  abdo- 
minal contraction  upon  a  prolapsed  bladder,  and  from  this  we  may 
surnnse  what  will  be  the  effect  on  the  bladder  of  lifting  heavy 
weights  or  of  increasing  the  pressure  by  any  means  during  pregnancy. 

3.  The  pressure  and  the  amount  of  lluid  within  the  bladder. 
The  direction  in  which  the  bladder  dilates  will  be  regulated  by  the 
usual  laws  of  hydrostatics  and  hydrodynamics.  The  dilatation 
will  take  place  in  the  direction  of  least  resistance.  The  amount 
of  thud  within  the  organ  will  very  matei'ially  affect  the  influence 
upon  it  of  pressure,  whether  by  the  weight  of  adjacent  organs  or  of 
sudden  force  applied  through  them  in  consequence  of  muscular 
effort  increasing  intra-abdominal  pressure,  and  this  it  does  by 
increasing  the  surface  on  which  pressure  acts. 

The  factors  which  favour  or  produce  prolapse  of  the  bladder  are 
several,  and  their  action  in  any  individual  case  somewhat  compli- 
cated. They  are  chiefly  anteversion  of  the  gravid  uterus,  a  relaxed 
condition  of  the  vesical  ligaments,  a  relaxed  condition  of  the  floor 
of  the  pelvis  and  its  potential  outlet,  and  strain  producing  sudden 
increase  of  intra-abdominal  pressure,  and  this  is  more  powerful 
when  it  acts  upon  a  bladder  containing  a  moderate  amount  of 
urine.  

The  President  had  listened  with  much  interest  to  Dr  Ritchie's 
paper.  Prolapse  of  the  bladder  in  the  late  months  of  pregnancy 
was  so  unusual  in  a  primipara  that  this  case  was  specially  inter- 
esting. He  asked  whether  the  position  of  the  cervix  was  altered, 
as  indicating  whether  it  was  a  true  prolapse  or  a  cystocele.  It 
was  interesting,  also,  that  it  had  not  recurred  after  the  puerperium. 

Dr  J.  W.  Bnllantyne  was  much  interested  by  the  account  Dr 
Eitchie  had  given  of  the  factors  which  lead  to  prolapse  of  the 
bladder.  He  had  not  himself  seen  a  case  of  the  kind  which  had 
just  been  described  ;  but  he  had  recently  noted  troublesome  pro- 
lapse of  the  bladder  in  a  patient  who  had  had  the  uterus  removed 
by  abdominal  section  for  fibroid  growths.  This  case  illustrated 
the  combined  action  of  two  of  the  factors  in  the  production  of  pro- 
lapse,— pressure  from  above  and  diminished  support  below ;  for 
the  patient  had  been  wearing  a  tight  abdominal  belt,  and  the 
operation  had  weakened  the  pelvic  supports.  He  had  instructed 
the  patient  to  give  up  wearing  the  belt,  and  had  introduced  a  ring 
pessary,  with  the  result  that  she  was  now  able,  for  the  first  time 
or  many  months,  to  do  her  usual  work  and  earn  a  living. 

Dr  Riiclde  replied. 
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VII.  STUDIES  IN  FCETAL  PATHOLOGY  AND  TERATOLOGY. 

(SECOJSD    SERIES.) 

VI.  Allantoido-angiopagous  Twins — Thk  Fcetus  Amokphus 

Anideus. 

By  J.  W.  Ballantyne,  M.D.,  F.R.C.P.E.,  F.R.S.E.,  etc. 

It  will  be  convenient  to  describe  tir.st  those  amorphous  foetuses 
which  most  closely  resemble  the  specimen  I  have  put  on  record  (v. 
p.  41),  and  to  which  the  term  auidean  has  been  specially  applied. 
They  represent  the  lowest  type  of  development  met  with  among 
the  allantoido-angiopagi ;  and,  with  the  exception  of  some  parasitic 
foetuses  and  of  the  dernu)id  cysts,  they  are  the  most  rudimentaiy 
terata  that  are  known. 

Nineteen  examples  of  the  anidean  foetus,  including  the  one  just 
described,  are  to  be  found  in  teratological  literature.  Taruffi,^ 
writing  in  1882,  gave  details  of  eleven  specimens  described  by 
various  observers;  but  amongst  them  he  put  tlie  case  recorded  by 
E.  Milller,  which  others  have  grouped  with  the  paracephali  (para- 
cephalus  apus  cai'diacus).^  On  the  other  hand,  Taruffi  omitted  to 
mention  Kleinwachter's  case,  which  is  evidently  a  true  anideus. 
Since  1880  eight  additional  specimens  have  been  reported,  and  in 
this  way  the  total  number  of  observations  (19)  is  made  up. 

Definition.  —  The  foetus  amorphus  anideus  may  be  defined  as 
an  allantoido-angiopagous  twin,  "  consisting  of  a  rounded,  sometimes 
lohulated  mass,  covered,  ivith  shin,  and  shoioing  no  indication  of 
limbs."  This  is  the  definition  given  by  Taruffi,  and  it  may  be 
supplemented  by  the  statement  that  it  consists  in  most  cases  of 
adipose  and  cedeniatous  tissue,  emhedded  in  which  are  certain  osseous 
rudiments,  and  some  traces  of  internal  organs. 

Historiccd  Notes. — The  first  specimen  of  the  anidean  foetus  to  be 
put  on  record  was  one  described  in  1533  by  Benedetti  (1),^  and  he 
evidently  regarded  it  as  a  uterine  mole:  from  the  somewhat 
meagre  details  given,  it  is,  however,  justifiable  to  group  it,  as 
Taruffi  does,  with  the  auidei.  Tiie  second  observation  was  a  most 
interesting  and  curious  one :  it  was  that  related  by  Vallisneri  (2) 
in  1697.  This  specimen,  although  referred  to  by  Vrolik  (4),  was 
either  forgotten  or  deliberately  omitted  by  all  succeeding  tera- 
tologists,  until  Taruffi  in  1882  I'estored  it  to  its  proper  place  among 
the  allantoido-angiopagi.  It  was  recorded  in  full  in  the  second 
volume  of  the  Opcre  fisico-mediche  of  Antonio  Vallisneri  in  1733;'* 
but  it  was  originally  sent  by  the  author,  along  with  a  letter,  to 

1  Taruffi  (C),  Storia  della  Teratolocjia,  ii.  p.  217,  1882. 

*  Ballautyne  (J.  W.),  Edtn.  Ohstet.  Soc.  Tram.,  xviii.  p.  263,  1893. 

^  The  figures  witliin  parentheses  refer  to  bibliogi-aphy  at  end  of  paper. 

*  In  giving  tliis  reference,  Taruffi  mentions  page  320  ;  but  on  consulting  the 
original,  I  find  that  it  is  really  page  32,  although  it  is  misprinted  p.  320. 
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Malpiglii  and  to  Lanzoiii.  It  was  incorporated  in  the  Opera 
posthmna  of  Malpiglii,  published  in  London  in  1697,  and  it  was 
printed  in  full  by  Lanzoni  in  the  Miscellanea  curiosa  in  1691. 
Finally,  it  was  also  published  by  its  author  in  the  Galleria  di 
Minerva  in  1708.  It  was  entitled,  "  Parto  maraviglioso  di 
Vescichette  con  un  'esatta  ricerca,  die  cosa  potessero  essere, 
accaduto  in  Scandiano  I'anno  1690."  This  coniniuiiication  had  an 
importance  which  fully  justiHed  its  publication  in  various  places; 
for  in  it  the  anideaii  foetus  was  provided  with  a  heart,  and  was 
born,  not  along  with  a  normal  twin,  but  in  association  with  a 
hydatid  mole. 

lilund  (3),  in  1781,  recorded  tlie  birth  of  an  aiiidean  twin  in  his 
"Midwifery  Eeports  of  the  Westminster  General  Dispensary." 
His  specimen  remained  till  1891  the  only  one  of  tlie  kind  reported 
in  Great  Britain.  Vrolik  (4)  saw  a  case  in  1822,  and  Gluge  and 
D'Udekem  (5)  put  on  record  another  in  1859.  Taruffi  does  not 
consider  the  evidence  sufficient  to  warrant  us  in  grouping 
Bozzetti's  specimen'  (described  in  1844)  among  the  aiiidei,  and 
Barkow's  case-  has  been  regarded  as  one  of  paracephalus  apus.^ 
Spliedt  (6)  gave  a  good  anatomical  description  of  an  anidean  in 
1860;  Cornil  and  Causit  (7)  saw  another  in  1866;  Calori  (8) 
reported  one  in  1867;  and  Elb,  in  his  dissertation,  and  Cred^,  in 
the  Monatsschri/t  filr  GcburUlmnde  (9),  gave  an  account  of  yet 
another  in  1869.  Kleinwachter's  specimen  (10),  published  in 
1872,  seems  to  have  escaped  the  notice  of  teratologists.  Sangalli's 
case  (11)  was  a  well-reported  one.  Freudenberg  (12),  Lehmann 
(14),  and  Neugebauer  (15),  observed  cases  in  Germany  between 
the  years  1880  and  1886.  Noeggerath  (13)  reported  a  somewhat 
doubtful  specimen  in  the  United  States  in  1882,  and  in  the  same 
country  Boldt  (16)  observed  a  genuine  example  in  1889.*  Herman 
and  Bluett  (17)  showed  a  fcetus  anideus  to  the  London  Obstetrical 
Society  in  1891,  and  Heller  (18)  recorded  another  in  Virchow's 
Archiv  in  1892.  Finally,  the  specimen  described  in  this  paper 
was  shown  at  a  meeting  of  the  Edinburgh  Obstetrical  Society  in 
January  1893. 

Synonyms. — The  early  specimens  had,  as  a  rule,  no  distinguish- 
ing name  applied  to  them.  Saint-Hilaire  in  1836  introduced  the 
term  anideus  in  describing  Bland's  specimen,  and  Cornil  and  Causit 
(7),  Calori  (8),  and  Taruffi  have  followed  his  example.  Gluge  and 
D'Udekem  (5)  seem  to  have  been  the  first  to  apply  the  term 
amoiyhus  (introduced  by  Gurlt  into  comparative  pathology)  to  a 
specimen  occurring  in  the  human  subject ;  and  this  expression  has 
been  the  favourite  one,  having  been  used  by  Kleimviichter  (10), 
Freudenberg  (12),  Lehmann  (14),  Herman  (17),  and  Heller  (18). 

1  Bozzetti  (C),  Annali  univers.  di  Med.,  iii.  ]).  9,  1844. 

2  Barkow  (H.  C.  L.),  Beitrage  zur  path.  Entvnckelunyscjeschiclde^  p.  5,  1854. 

3  Ballantyne  (.J.  W.),  Edin.  Obstet.  Soc.  Trans.,  xviii.  p.  262,  lb93. 
*  Boldt  himself  seems  to  have  reifarded  it  as  an  acormus. 
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Neiigebauer  (15)  called  his  specimen  ?y.fcetns  amorjjus  scu  anideus. 
Spliedt  (6)  and  Elb  and  Crede  (9)  simply  use  the  expression 
acardiac  vwnster. 

Clinical  Details. 

In  most  of  the  recorded  cases  some  clinical  details  are  given  (2, 
3,  4,  5,  6,  7,  8,  9,  10,  11,  12,  13,  14,  15,  16,  17,  18,  and  19);  but  in 
certain  instances  (5,  6,  8,  and  17)  these  were  very  imperfect.  In 
all  the  cases  the  pregnancy  which  ended  in  the  birth  of  an  anidean 
foetus  was  plural :  in  fifteen  cases  (3,  4,  5,  6,  7,  8,  9,  10,  13,  14,  15, 
16,  17,  18,  and  19)  it  was  born  along  with  another  foetus;  in  two 
instances  (11  and  12)  there  were  triplets;  and  in  one  case  (2)  the 
other  product  of  the  gestation  was  a  hydatid  mole.  It  is  an 
interesting  fact  that  in  seven  cases  (5,  6,  14,  15,  16,  18,  19)  the 
specimen  was  obtained  by  a  midwife,  who  afterwards  handed  it 
over  for  examination  to  a  medical  man. 

Maternal  History. — The  general  health  of  the  mother  prior  to 
the  pregnancy  resulting  in  the  birth  of  the  anidean  foetus  seems 
generally  to  have  been  quite  satisfactory  {e.g.,  Nos.  3,  4,  7,  13,  and 
14) ;  but  in  one  instance  (2)  it  was  far  from  good.     Her  age  was 

17  in  No.  18;  18  in  No.  11;  19  in  No.  10;  24  in  No.  7;  27  in 
No.  3  ;  30  in  No.  15 ;  31  in  No.  19  ;  33  in  No.  16  ;  35  in  No.  14 ; 
36  in  No.  12;  43  in  No.  2;  and  45  in  No.  9.  She  was  a  i.-para 
in  Nos.  3,  6,  7,  10,  11,  13,  and  18 ;  a  ii.-para  in  No.  15 ;  a  iv.-para 
in  No.  19 ;  a  vi.-para  in  Nos.  2  and  16 ;  a  vii.-para  in  No.  12 ;  an 
viii.-para  in  No.  14;  and  a  "multipara"  in  No.  9.  The  dispro- 
portionately large  number  of  priraiparous  mothers  is  worthy  of 
note.  In  the  case  of  the  multipara^,  little  reference  is  made  to  the 
previous  obstetric  history,  and  it  may  be  regarded  as  probable  that 
it  was  uneventful.  In  no  instance  was  there  any  mention  of  an 
earlier  plural  conception. 

The  pregnancy  which  resulted  in  the  birth  of  an  anidean  foetus 
was,  as  has  been  said,  always  plural — usually  twins,  but  occasion- 
ally triplets.  The  presence  in  utero  of  this  form  of  monstrosity 
does  not  seem  to  have  shortened  the  gestation.  In  some  of  the 
cases  (Nos.  4,  7, 11,  15,  and  19)  it  was  definitely  stated  that  labour 
occurred  at  the  full  term;  in  one  instance  (13)  the  confinement 
was  actually  overdue ;  and  in  Nos.  3,  5,  6,  8,  9,  10,  14,  16,  17,  and 

18  the  details  given  lead  us  to  believe  that  the  gestation  ended  at 
the  normal  time.  In  No.  12,  however,  it  is  probable  that  the  con- 
finement occurred  a  few  weeks  before  term  ;  and  in  No.  2,  although 
the  data  were  confused  on  account  of  the  presence  in  utero  of  a 
hydatid  mole,  labour  probably  took  place  at  the  seventh  montli. 
Only  in  one  instance — the  case  of  triplets  reported  by  Freudenberg 
(12) — was  the  pregnancy  stated  to  have  been  complicated  by 
hydramnios,  and  it  was  the  sac  belonging  to  the  dropsical  foetus 
and    the    anidean    that   contained    the    excess   of   liquor   amnii  ; 
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hydramiiios  in  tliis  case  came  on  at  the  sixth  or  seventh  month. 
In  most  of  the  other  cases  {e.g.,  4  and  14)  the  pregnancy  was 
normal ;  but  in  No.  7  the  patient  suffered  mucli  from  hysteria  in 
the  last  montli ;  in  No.  9  there  was  some  uterine  hemorrhage ;  in 
No.  11  (the  triplets)  the  large  size  of  the  abdomen  caused  much 
discomfort,  and  the  patient  had  resorted  to  various  measures 
(compression,  etc.)  for  the  induction  of  abortion;  and  in  No. 
14  it  was  reported  that  the  mother  had  got  a  severe  fright 
when  two  months  pregnant.  In  No.  2,  however,  the  pregnancy 
was  markedly  abnormal,  for  it  was  complicated  by  persistent 
nterine  hasmorrhage,  vomiting,  pain  in  the  right  hypocliondrium, 
fever,  etc. 

In  nearly  every  case  the  anidean  foetus  was  expelled  after  the 
birth  of  the  other  twin  (Nos.  3,  4,  5,  6,  7,  8,  9,  10,  1:3,  14,  15,  16, 
18,  and  19) ;  but  in  No.  2  it  was  born  first,  and  was  followed  by 
the  hydatid  mole,  which  in  this  case  represented  the  co-twin.  In 
the  triplet  cases  the  monster  was  born  second  in  No.  11,  and  third 
in  No.  12.  The  monstrous  foetus  usually  appeared  shortly  after  the 
other  twin,  either  along  with  or  shortly  before  or  after  the  expulsion 
of  the  placenta  ;  but  in  No.  4  it  was  born  on  the  succeeding  day,  in 
No.  3  on  the  third  day  of  the  puerperium,  and  in  No.  13  not  till 
twenty  days  had  elapsed.  Usually  the  anidean  foetus  was  expelled 
by  the  natural  efforts;  but  in  No.  10  it  was  extracted  by  forceps. 
The  labour,  as  a  rule,  was  easy ;  but  in  No.  9  it  was  rendered 
difficult  by  the  large  size  of  the  normal  infant;  in  No.  10  the 
shortening  of  the  conjugata  vera  delayed  the  birth  ;  in  No.  12 
(triplets)  the  first  born  (a  dropsical  infant)  was  extracted  with 
difficulty  by  a  hook,  and  the  second  born  infant  was  also  removed 
artificially  ;  and  in  No.  13  the  first  born  infant  had  a  hydrocephalic 
head,  whicli  had  to  be  punctured  and  the  cranioclast  used  before 
labour  could  be  completed.  In  some  instances  (7,  9,  15,  18,  and 
19)  the  anidean  fcetus  and  the  single  placenta  were  expelled 
together;  in  other  cases  (5,  6,  10,  12,  14,  and  IG)  it  came  away 
or  was  removed  some  time  after  the  birth  of  the  monster ;  and  in 
Nos.  3  and  13  the  afterbirth  followed  the  normal  twin,  but 
preceded  the  monstrous  one.  In  Vallisneri's  case  (2)  the  placenta 
was  not  expelled  until  some  days  after  the  birth  of  the  anidean 
foetus  and  the  hydatid  mole.  The  puerperium  was  generally 
normal ;  but  in  No.  13  septic  endometritis  occurred,  from  wiiich 
the  patient  did  not  recover  till  the  twentieth  day  after  labour, 
when  the  foetus  anideus  was  expelled. 

Paternal  and  Family  History. — It  was  stated  in  No.  2  that 
the  mother  of  the  anidean  foetus  was  married  to  a  septuagenarian, 
by  whom  she  had  previously  ha(i  four  female  children  and  one 
male  infant.  In  No.  7  the  father  was  healtiiy,  although  not 
robust,  and  his  mother  was  suffering  from  cancer.  In  Nos.  14 
and  19  it  was  specially  stated  that  there  was  no  record  of  plural 
births  in  the  family  history. 
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Infantile  History. — The  aiiidean  foetus  necessarily  died  imme- 
diately it  was  separated  from  tlie  placenta  of  the  co-twin.  With 
regard  to  the  otlier  infant  (or  infants),  it  seems  generally  to  have 
been  born  alive,  although  this  fact  is  not  always  distinctly  stated. 
In  No.  11  (triplets)  the  first  born  was  alive  and  well  formed,  and 
the  third  born  was  also  living,  but  weakly;  in  No.  12,  the  other 
triplet  case,  the  first  born  was  affected  with  general  dropsy,  whilst 
the  second  was  alive  at  birth,  but  was  atrophic,  and  died  in  a  short 
time ;  and  in  No.  13  the  co-twin  was  the  subject  of  hydrocephalus, 
and  had  to  be  destroyed  by  the  cranioclast  during  labour.  In 
most  cases,  however,  the  other  infant  was  well  formed  (Nos.  3,  4, 
5,  6,  7,  8,  9,  10, 14, 15, 16, 17, 18,  and  19).  In  No.  2,  an  altogether 
unique  case,  the  anidean  foetus  was  accompanied  by  a  hydatid 
mole,  which  we  must  regard  as  the  representative  of  the  other 
foetus:  in  this  instance  the  anideus  had  a  heart,  and  this  circum- 
stance probably  was  the  explanation  of  this  most  anomalous  state 
of  things.  It  is  impossible  to  say  whether  the  twins  were  of  the 
same  sex,  for  the  anidean  monster  liad  no  genital  organs.  The 
other  twin  was  a  female  in  seven  cases  (Nos.  3,  4,  6,  8,  10,  14,  and 
19)  ;  a  male  in  three  cases  (Nos.  7,  9,  and  15) ;  and  its  sex  was  not 
stated  in  Nos.  1,  5,  13,  16,  17,  and  18.  In  the  triplet  cases,  both 
the  other  infants  were  males  in  No.  11 ;  the  first  born,  which  had 
its  placenta  in  common  with  the  anidean,  was  a  male,  whilst  the 
other  was  a  female  in  No.  12. 

Morbid  Anatomy. 

I.  Of  the  FOiTUS. 

(1.)  General  Form  and  Dimensions. — In  outward  form  anidean 
foetuses  very  closely  resemble  one  another.  They  are  all  more  or 
less  rounded  bodies  covered  with  skin  ;  but  they  are  seldom  quite 
spherical,  although  some  authors  (Nos.  1  and  3)  have  so  designated 
them.  The  favourite  terms  used  to  indicate  the  shape  of  the 
anideus  were  "  ovoid,"  "  oval,"  "  ovate,"  "  pyriforra,"  and  "  egg- 
shaped  "  (2,  4,  7,  10,  12,  15,  16,  17,  and  19);  but  "reniform"  was 
occasionally  employed  (5  and  14),  and  "globose"  in  one  instance 
(9).  The  foetus  M'as  sometimes  compared  to  a  '•'  goose's  egg  "  (2), 
to  a  "  melon  "  or  "  gourd  "  (1  and  7),  to  a  flattened  "  bun  "  or 
"  cake  "  (6),  to  the  "  grub  of  a  moth"  (11),  to  a  "  small  apple  "  (18), 
and  to  a  "foetal  head  with  two  faces"  (16).  It  may  be  stated, 
generally,  that  the  foetus  anideus  has  an  ovate  but  somewhat 
flattened  form ;  that  one  surface  (the  anterior)  is  irregular  and 
concave  to  a  slight  degree,  and  is  the  site  of  the  attachment  of  the 
umbilical  cord;  that  tlie  other  surface  (the  posterior)  is  smooth, 
and  often  somewliat  convex ;  that  one  end  (the  upper)  is  usually 
covered  by  some  hairs,  and  that  the  opposite  extremity  is 
generally  smooth  and  rounded,  but  occasionally  shows  one  or  two 
small  projections  (a  very  rudimentary  limb?). 

1 
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As  ref^ards  .si/>i,  the  anideus  was  always  gmaller  than  a  normal 
fiill-tirne  foituH;  sorDfttiines,  indfe^d,  it  was  even  diminutive.  Its 
measurements  were  5  cms.  by  4  5  cms.  in  No.  7 ;  6  by  4  o  in  No, 
17;  6o  cm.s.  in  length  and  3  cms.  in  thickne«.s  in  No.  18;  7'o  hy 
6-4  in  No.  8;  9  5  by  75  in  No.  16;  10  by  8  in  No.  19;  10  cms. 
in  leni^th  in  No.  .5;  12^  by  12|  in  No.  9;  15  by  95  in  No.  14; 
15  by  13-2  in  No.  6;  \fj''>  by  li:^.  in  No.  10;  20  cms.  in  length 
in  No.  ':; ;  about  'M)  cm.s.  in  length  in  No.  11  ;  and  40  5  cm.s.  by  10 
cms.  in  No.  I'l  The  circumference  Cmaximum)  was  17  cms.  in 
No.  18 ;  22  cm.s.  in  No.  5 ;  26  cms.  in  No.  19 ;  and  28  cms.  in  No. 
14.  The  weight  of  the  monster  was  not  always  state<^l,  Vjut  it  was 
50  grms.  in  No.  8;  170  grms.  in  No.  9;  260  grms.  in  No.  19; 
alxiut  500  grrns.  in  No.  3;  980  grm.s.  in  No.  10;  1000  grms.  in 
No.  14  ;  and  1900  grm.s.  in  No.  12.  It  may  therefore  be  concluded 
that  the  anideus  was  nearly  always  smaller  aiid  lighter  than  the 
co-twin :  thus  in  No.  10  the  monster  weighed  980  grms.,  and  the 
normal  fr^tus  2800  grm.s. ;  but  in  No.  12  (the  triplet  case;,  whilst 
the  anideus  had  a  weight  of  1900  grms.,  the  other  two  ffktnses 
weighed  only  1700  grms.  and  1000  grms.  respectively. 

(2.)  Bxtenu/.l  A///jearanc^s. — The  whole  fr^tus  was  covered  with 
normal  skin  save  only  at  the  fxjint  where  the  umbilical  cord  was 
inserted,  or  where  fin  the  al>sence  of  a  true  cord)  the  membranes 
or  placenta  were  attached.  The  presence  of  vemix  ca.seo.sa,  either 
over  the  whole  .surface  or  only  in  the  furrows,  was  noted  in  some 
instances  ^14,  1.5,  and  19). 

(a.)  Om  end  of  the  anideus  (usually  the  broader  one)  was  com- 
monly covered  by  hairs  (?,,  4,  5,  7,  9, 10,  11, 14, 15, 17,  18,  and  19) ; 
but  these  varied  greatly  in  number,  length,  and  colour.  T>ie  hairs 
nearly  covered  the  whole  of  the  one  end  of  the  fr^tus  in  Klein- 
wachter's  specimen  (lOj ;  they  occupied  a  less  extensive  area  in 
No8.  4,  7,  9,  15,  and  18 ;  and  in  Nos.  17  and  19  they  formed  only 
a  very  .small  tuft.  In  length  they  varied  from  1  cm.  (9)  and  125 
cm.  ^8)  Ut  2  5  cms.  (15)  and  .3  cms.  (17).  They  were  blonde  in 
Nos.  7  and  16;  black  in  Nos.  10  and  11;  and  dark  brown  in 
Nos.  14,  17,  and  18.  In  No.  6  it  was  stated  that  only  the  lanugo 
hairs  were  present.  In  some  cases  (9  and  15)  the  lanugo  was  said 
to  l>e  absent,  but  in  Nos,  7  and  14  its  presence  on  the  parts  of  the 
body  not  covered  by  the  other  hairs  was  noted.  The  hair-covered 
end  of  the  foital  ovoid  has  been  regarded  as  the  v.frper  or  cephalic, 
and  the  conclu.sion  is  justified  by  the  results  of  di.ssection. 

(I.)  The  f/j/prmte.  end  of  the  fa-tus  ilf/imr  ot  pjelcic)  was  generally 
smooth,  rounded,  and  hairless;  but  in  No.  6  it  showed  a  warty 
excrescence;  in  No.  11  it  was  bent  upwards,  and  ended  in  three 
small  projections,  one  of  which  carried  a  rudimentary  nail ;  and  in 
No.  14  there  were  two  warty  elevations  in  this  region.  The  con- 
dition of  the  lower  end  of  the  fo;tal  ovoid  in  No.  14  might  justify 
us  in  placing  the  sf^-cirnen  among  the  mylacephali ;  h)ut  it  is  not 
always  possible  to  draw  a  distinct  line  of  demarcation  between  the 
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two  groups  (anideus  and  mylacephalus),  and  Nos.  <3,  11,  and  14 
luay  be  regai>l©d  as  coimectiug  linlcs. 

(«i)  The  <an^rwr  snrfiwe,  tl\at  wliidi  gives  attachment  to  tlie 
umbilical  eorxi,  or,  iu  its  absence,  to  the  membranes,  was  nearly 
always  markedly  irregular.  It  was  usually  divided  into  two  or 
more  segments  by  transverse  grooves  or  fissures.  The  arrange- 
ment of  the  projections  and  intervening  furrows  v^aried  greatly 
in  diflfereut  cases.  In  No.  5  the  foetus  was  divided  into  two 
unequal  j>arts  by  the  insertion  of  the  cord  and  fragments  of  the 
membranes:  the  upper  ^^rt  showed  on  each  side  transverse 
grooves,  considered  by  the  authors  (Gluge  and  D'Udekem)  to 
be  possibly  the  traces  of  branchial  clefts,  and  two  pinhead-sized 
depressions,  which  might  be  rudimentary  ears,  whilst  the  lower 
ivirt  was  l>ent  upwards  towards  the  umbilicus,  and  had  a  smootli 
surface.  Garoli's  specimen  (8)  was  roughly  divided  into  three 
lobes  by  slight  depressions.  In  No.  9  the  foetus  was  rounded  in 
sha|>e,  the  cord  was  inserted  in  a  central  sulcus,  and  the  anterior 
surface  showed  numerous  elevations  and  furrows.  In  No.  10, 
however,  the  cord  entered  the  anideus  in  a  deep  groove  near  the 
lower  end,  whilst  above  its  entrance  were  three  transverse  grooves, 
connected  tt^ther  by  vertical  ones ;  at  one  place  there  was  a 
conical  projection  carrying  a  nail.  The  anterior  surface  in 
Sangalli's  specimen  (11)  was  very  irregular:  near  the  upper  end 
was  a  soft  protuberance  (nasal  ?),  with  a  blind  pit  above  it ;  l>elow 
tliis  w<is  a  deep  transverse  fissure ;  inferior  to  it  was  a  soft 
tongue-like  projection  ;  the  umbilical  cord  was  inserted  below  this, 
and  below  the  cord  was  another  deep  transverse  groove.  In  No. 
15,  close  to  the  insertion  of  the  cord,  was  a  small  penis-like 
appendage,  with  a  head  covered  with  dark-red  cuticle,  and  sur- 
rounded by  a  corona  of  small  hairs.  In  No.  16  the  arrangement 
of  grooves  led  the  observer  (Boldt)  to  think  that  his  s|>ecimen  was 
composeii  of  two  foetal  heads,  united  at  their  l>asis ;  but  the 
irregularities,  which  were,  in  his  opinion,  traces  of  the  double  face, 
suggeste<i  to  K  H.  Grandin  (who  saw  the  specimen)  the  anus 
with  a  fringe  of  hjemorrhoids,  and  Garrigues  reported  that  they 
represented  neither  face  nor  anus.  Sometimes,  as  in  Nos.  17  and 
19,  a  small  tubercle,  sunk  in  a  recess,  was  found  on  the  anterior 
surface  at  some  distance  from  the  umbilicus,  which  may  have 
indicated  a  v^ery  rudimentary  anus.  In  Na  15  the  fc^tus  was 
somewhat  clearly  divided  into  three  parts  by  two  transverse 
furrows:  the  upj>er  was  called  the  cephalic^  the  middle  the 
thoRico-abdominal,  and  the  lower  the  pelvic  portion.  In  this 
specimen  there  were  several  little  projections  (rudimentary  sense 

rgans  I)  on  the  cephalic  portion. 

(it)  The  }^<d'enor  mrfa^  was  in  nearly  every  instance  smooth, 
and  unmarke^l  by  fissure-s,  furrows,  or  projections.  It  wa^  some- 
times convex  and  sometimes  flattened.  In  No.  11  it  showed  at 
one  spot  a  small,  nipple-like  projection,  which  the  author  r^^arded 
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as  an  indication  of  the  anus,  and  in  No.  9  there  was  a  furrow  on 
this  surface. 

(o.)  Internal  Appearances. — It  was  usually  found  upon  dissection 
that  the  greater  part  of  the  anidean  fcetus  was  composed  of  con- 
nective tissue  and  fat.  On  making  a  section  of  the  monster  from 
the  surface  to  the  centre,  there  could  generally  be  recognised  a 
thick  layer  of  oedematous  subcutaneous  fibrous  tissue,  beneath 
which  was  a  fatty  stratum,  and  in  the  centre  a  confused  mass  of 
bones,  surrounded  by  degenerated  muscular  tissue.  The  characters 
of  the  sicin  and  snbcutaneoiis  tissue  were  well  described  by  Heller 
(18)  in  his  specimen.  To  the  naked  eye  the  skin  appeared  to  be 
thin,  and  no  large  connective-tissue  septa  could  be  seen  traversing 
the  underlying  adipose  tissue.  From  microscopic  examination,  it 
was  learned  that  in  only  a  few  sections  was  there  a  true  horny 
stratum  corneum  ;  there  was  no  trace  of  the  stratum  lucidum  or 
stratum  granulosum  ;  the  rete  Malpighii  was  proportionately  little 
developed,  and  sent  only  short  processes  in  between  the  papilla? 
of  the  cutis  vera,  which  were  themselves  short ;  the  cells  of  the 
rete  had  a  nucleus  large  in  proportion  to  the  amount  of  proto- 
plasm ;  the  cutis  vera  consisted  of  a  very  dense  but  somewhat 
thin  layer  of  connective  tissue,  resembling  the  corium  of  the  glans 
penis ;  the  bloodvessels  seemed  to  be  normal  in  the  development 
and  appearance ;  neither  hairs  nor  sweat  glands  were  found  in  the 
skin  of  the  trunk  ;  the  sebaceous  glands,  however,  were  unusually 
plentiful ;  each  consisted  of  several  acini,  and  in  many  of  them 
were  cysts  containing  undifferentiated  detritus ;  the  subcutaneous 
tissue,  save  for  its  enormous  thickness,  showed  no  abnormality ; 
the  fibrous  septa  between  the  lobules  of  fat  were  somewhat  thin  ; 
and  there  were  no  subcutaneous  cysts  such  as  are  usually  found  in 
the  other  types  of  the  allantoido-angiopagi.  Nothing  positive 
could  be  said  with  regard  to  the  nerves  of  the  skin  and  subdern)al 
tissue.  In  the  integument  of  the  cephalic  part  were  numerous 
well-developed  hairs.  A  most  important  detail  in  which  Heller's 
specimen  differed  from  some  of  the  others  was  in  connexion  with 
the  development  of  hairs  over  the  general  surface.  In  Nos.  7,  8, 
15,  and  16  there  were  numerous  hair  follicles  and  lanugo  hairs. 
In  Nos.  15  and  16  sweat  glands  were  described,  and  in  No.  9 
peripheral  nerves  were  found.  With  these  exceptions,  however, 
Heller's  description  may  be  taken  as  typical  of  this  variety  of 
abnormal  fcetus. 

With  regard  to  the  muscular  system,  some  fasciculi  of  striped 
muscular  fibres  usually  were  found  beneath  the  subcutaneous 
tissue,  in  close  contact  with  the  osseous  rudiments  which  formed 
the  skeleton  of  the  anideus  (Nos.  6,  7,  8,  11,  etc.).  In  No.  9  it 
was  said  that  the  muscular  fibres  were  in  a  state  of  degeneration. 

The  viscera  were  few  in  number  in  nearly  all  the  anideans. 
In  Nos.  1  and  16  there  were  none  at  all.  In  several  cases  (Nos. 
2,  4,  5,  6,  9,  11,  14,  18,  and  19)  some  loops  of  blindly-ending 
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iutestiue  were  found,  usually  provided  with  an  luipeit'ect  mesen- 
tery, lying  near  to  the  insertion  of  the  cord,  and  containing  a 
greyish-white  porridge-like  mass  of  meconium.  A  very  rudi- 
mentary brain  was  sometimes  found  (Nos.  3,  4,  7  (?),  8  (?),  11,  12, 
and  14),  and  traces  of  the  spinal  cord  were  present  in  Nos.  3,  4, 
15,  and  17.  Lungs,  liver,  pancreas,  spleen,  and  stomach  were 
described  in  No.  2,  and  some  traces  of  glandular  organs  (possibly 
hepatic)  in  Nos.  5,  9,  and  18.  A  lung  was  supposed  to  have  been 
seen  in  No.  14,  and  a  rudimentary  kidney  in  No.  6 ;  and  in  No. 
14  both  kidneys  and  a  urinary  bladder  were  mentioned.  These 
organs  w^ere  not  usually  contained  in  any  distinct  body-cavity, 
but  were  surrounded  by  and  embedded  in  the  loose  connective  and 
adipose  tissue. 

It  is  an  interesting  fact  that  even  in  fcetuses  of  such  a  low 
order  of  development  a  heart  was  occasionally  met  with  (Nos.  2, 
o,  15,  and  18).  In  No.  5  it  formed  a  cylindrical  canal,  2"3  cms. 
in  length,  continuous,  on  the  one  hand,  with  the  umbilical  vein 
and  some  venous  twigs,  and  on  the  other  with  two  arteries,  from 
one  of  which  arose  the  two  umbilical  arteries,  whilst  from  the 
other  several  arterial  branches  took  origin,  which  supplied  the 
foetus ;  it  contained  some  blood,  showed  no  septum,  and  its  walls 
were  made  up  of  striated  muscular  fibres.  In  No.  15  also  the 
heart  was  one-chambered  ;  and  in  No.  18  there  was  found  a  pear- 
sized  rudimentary  lieart,  showing  fatty  degeneration.  In  No.  2  the 
heart  was  said  to  be  of  a  size  proportionate  to  the  body  of  the 
foetus,  and  had  an  aorta  and  vena  cava  arising  from  it.  It  is 
unfortunate  that  fuller  details  were  not  recorded  in  this  case,  for 
in  it  we  must  conclude  that  the  heart  of  the  anideus  carried  on  its 
own  circulation,  for  the  other  product  of  conception  was  a  hydatid 
mole.  Noeggerath  (13)  found  that  his  specimen  was  chiefly 
composed  of  membranous  tissue,  but  there  was  in  it  a  solid  mass 
made  up  of  striated  branching  muscular  fibres,  without  sarcolemma, 
and  containing  large  and  small  lymph  spaces  and  vessels,  and  he 
concluded  that  this  constituted  a  heart.  If  this  be  so,  his  specimen 
deserves  to  be  placed  alongside  of  Vallisneri's  (2)  in  rarity. 

The  skeleton  of  the  anidean  foetus  was  always  very  defective,  and 
in  many  cases  the  writers  have  evidently  had  great  difticulty  in 
tiie  identification  of  the  bones  found.  The  osseous  rudiments 
usually  lay  in  the  centre  of  the  foetal  mass.  Nos.  6,  11,  and  14 
were  the  specimens  best  supplied  with  bones,  whilst  in  Nos.  1  and 
13  none  at  all  were  discovered.  In  No.  6  there  were  16  vertebnc 
(11  dorsal  and  5  others),  a  split  sternum,  some  ribs,  and  half  the 
lower  jaw  (?) ;  in  No.  11  there  were  traces  of  the  bones  of  the  face 
and  spinal  column,  some  imperfect  ribs,  a  rudimentary  pelvis,  and 
some  osseous  fragments  representing  the  femur,  tibia,  and  fibula ; 
and  in  No.  14  there  was  something  like  the  basis  cranii,  a  few 
vertebra?  (1  cervical,  5  dorsal,  and  some  lumbar),  a  sacrum,  and 
one  iliac  bone.     Traces  of  vertebrie  were  also  found  in  Nos.  3,  4, 
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7,  15,  17,  and  19.  There  were  a  very  riulimeritary  occiput,  a 
sacriim,  a  coccyx,  two  ilia,  and  some  unknown  osseous  fragments 
in  No.  5.  There  was  a  lower  jaw  or  clavicle  in  No.  7 ;  a 
pyramidal  bone  (cranial  vertebra  ?)  in  No.  8 ;  a  sacrum  witli  a 
coccyx  in  No.  9 ;  a  bony  ring  in  No.  10 ;  the  manubrium  sterni 
and  clavicles  in  No.  12  ;  an  iliac  bone  in  No.  15 ;  a  bone  like  the 
thiid  phalanx  of  the  finger  in  No.  16 ;  and  one  like  the  head  of 
the  femur  in  No.  18. 


IT.  Of  THK  Pl.^centa,  Membranes,  and  Cord. 

The  authors  who  have  reported  anidean  foetuses  have  seldom 
been  in  a  position  to  describe  i'ully  the  foetal  annexa,  for  the  after- 
birth was  most  commonly  destroyed;  but  in  Nos.  6,  7,  10,  12,  and 
15  a  fairly  complete  account  was  given  of  these  structures. 

Tlie  description  of  the  foetal  annexa  given  by  Spliedt  (6)  may 
here  be  reported,  for  it  was  a  full  one,  and  may  serve  as  a  type 
for  this  group  of  abnormal  foetuses.  Tlie  placenta  was  common 
to  both  foetuses;  in  its  structure  it  appeared  to  be  normal,  but 
it  was  somewhat  larger  (19  cms.  by  18  cms.)  than  is  usual.  The 
chorion  was  single,  but  there  were  two  amniotic  sacs,  and  where 
the  two  amnions  were  in  contact  a  double  layer  was  found,  the 
component  parts  of  which  could,  however,  be  easily  separated  one 
■from  the  other.  There  were  two  umbilical  cords,  both  of  which 
had  an  eccentric  placental  insertion  ;  that  of  the  normal  twin  was 
attached  3  cms.  and  that  of  the  anideus  2  cms.  from  the  border  of 
the  placenta,  and  the  distance  between  their  insertions  was  9  cms. 
An  injection  passed  easily  from  the  vessels  of  the  cord  of  the 
normal  into  those  of  the  cord  of  the  deformed  foetus.  The  cord  of 
the  former  was  normal  in  length,  and  contained  two  arteries  and 
one  vein  ;  that  of  the  latter  was  only  7"5  cms.  in  length,  and  showed 
one  artery  and  one  vein.  The  umbilical  vein  of  the  normal  twin, 
on  entering  the  placenta,  divided  at  once  into  two  branches,  one 
of  which  had  the  usual  distribution  in  the  after-birtli,  whilst  the 
other  ran  on  the  surface  towards  the  cord  of  the  anideus,  entered 
it,  and  proceeded  to  the  body  of  the  monster,  to  be  inserted  on  the 
left  side  above  the  first  rib.  One  of  the  arteries  of  the  normal 
cord  had  a  similar  arrangement.  There  was,  therefore,  a  complete 
anastomosis  between  the  two  cords.  A  somewhat  similar  descrip- 
tion was  given  in  No.  10 :  the  placenta  was  normal  in  size,  but  the 
part  of  it  corresponding  to  the  anideus  was  small ;  the  chorion  was 
single,  the  amnion  double ;  the  cord  of  the  normal  twin  was  short 
(27  cms.),  was  centrally  inserted,  and  from  the  point  of  attach- 
ment an  artery  and  a  vein  went  to  the  part  of  the  placenta 
belonging  to  the  monster,  and  there  formed  an  umbilical  cord  54 
cms.  in  length.  In  No.  12  (triplets)  there  were  two  placentas: 
one  of  these  was  normal,  and  belonged  to  the  healthy  infant ;  the 
.other  was  common  to  the  dropsical  foetus  and  the  anideus,  and  was 
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very  markedly  axlematous.  Tlie  membranes  liad  a  natural  appear- 
ance ;  the  cord  of  the  dropsical  I'ectus  was  very  oedematous ;  the 
anideus  had  no  cord,  but  was  inserted  directly  upon  the  dropsical 
placenta,  at  a  point  where  calcareous  deposits  were  to  be  seen 
in  it. 

The  foetus  was  sometimes  expelled  with  an  intact  amnion  (Nos. 
2,  15,  and  19),  and  in  No.  15  the  sac  contained  about  50  grms.  of 
clear  liquor  amnii ;  but,  in  most  cases,  only  shreds  of  the  amnion 
were  found  attached  to  the  anideus,  usually  in  the  neighbourhood 
of  the  insertion  of  the  funis.  In  some  instances  the  umbilical 
vessels  were  situated  in  the  membranes,  and  passed  directly  from 
them  (or  from  the  placenta)  into  the  foetus  {e.g.,  Nos.  7,  12,  17,  and 
19),  and  in  these  cases  there  was,  therefore,  no  true  umbilical  cord. 
It  was  usual,  however,  to  find  a  cord  ;  but  it  was  almost  always  a 
thin  one,  destitute  of  jelly  of  Wharton  (Nos.  5,  8,  9, 15,  16,  and  18), 
and  commonly  contained  onl}'  two  vessels,  an  arterv  and  a  vein 
(Nos.  4,  6,  8,  9,  10,  11,  14,  15,  16,  and  18).  In  No.  5  the  cord  of 
the  anideus  was  exceptional,  for  it  contained  two  arteries  and  one 
vein. 

Usually  the  placenta,  membranes,  and  cord  of  the  co-twin  were 
normal,  but  in  No.  12  {q.  v.)  they  were  not;  and  in  No.  2  an 
altogether  peculiar  state  of  things  existed,  for  in  it  there  was  a 
portion  of  placenta  (apparently  normal)  attached  by  a  cord  to  the 
heart-bearing  anideus,  whilst  the  co-twin  and  its  annexa  were 
converted  into  a  hydatid  mole. 

General  Characters. 

From  the  foregoing  analysis  of  the  clinical  details  and  morbid 
anatomy  of  the  various  anidean  foetuses  that  have  been  recorded, 
the  following  general  conclusions  may  be  drawn : — 

1.  The  foetus  amorphus  anideus  is  always  the  product  of  a 
plural  pregnancy :  usually  there  is  one  other  foetus  in  utero,  but 
occasionally  there  are  two. 

2.  The  co-twin  is  generally  normal,  but  in  one  case  it  was 
hydrocephalic;  in  another,  it  was  the  subject  of  general  dropsy; 
and  in  a  third,  it  was  converted  into  a  hydatid  mole ;  and  in 
nearly  every  case  it  is  born  first,  the  anideus  being  expelled  along 
with  or  some  time  after  the  delivery  of  the  placenta. 

3.  The  mother  is  often  a  primipara,  and  has  usually  had  a  good 
previous  obstetric  record.  In  no  case  is  there  the  record  of  an 
earlier  plural  gestation. 

4.  The  pregnancy  which  results  in  the  birth  of  an  anidean  twin 
is  not  usually  shortened,  and  is,  indeed,  generally  unaccompanied 
by  abnormal  symptoms.  The  ftetus  anideus  is  not,  of  course, 
viable. 

5.  The  labour  is  not  difficult  as  a  rule,  and  the  puerperium  is 
uneventful. 
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6.  The  anidean  foetus  has  external  appearances  which  do  not  at 
all  suggest  the  human  form,  for  it  has  an  ovoid  shape,  and  is  quite 
unprovided  with  limbs.  It  is  always  small  in  size,  and  is  covered 
with  skin. 

7.  The  cephalic  end  of  the  ovoid  carries  some  hairs,  and  the 
anterior  surface  is  marked  by  elevations  and  furrows,  and  gives 
attachment  to  the  umbilical  cord  or  membranes. 

8.  The  greater  part  of  the  foetus  is  composed  of  oedematous 
connective  tissue  and  fat. 

9.  The  viscera  are  few  in  number ;  but  some  coils  of  intestine 
and  some  traces  of  a  spinal  cord  are  not  uncommon.  A  rudimen- 
tary heart  was  found  in  a  few  cases,  and,  for  this  reason,  one 
might  speak  of  an  anideus  cardiacus  and  an  anideus  acardiacus. 

10.  The  skeleton  is  usually  represented  by  some  more  or  less 
fused  bones,  representing  a  vertebral  column. 

11.  The  placenta  is  single,  so  is  the  chorion  ;  but  the  anideus 
has  an  amnion  of  its  own.  There  are  usually  only  two  umbilical 
vessels,  and  these  anastomose  with  tlie  vessels  of  the  co-twin. 
In  the  triplet  cases  there  were  two  placentas,  one  of  which  was 
common  to  the  anideus  and  its  accompanj'ing  fcetus,  whilst  the 
other  belonged  to  the  third  fcetus.  No  case  of  monochorionic 
triplets,  one  of  which  was  an  anideus,  has  yet  been  reported. 
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Vir.   Allantoido-Angiopagous  Twins — The  Fcetus  Amorphus 

Mylagephalus. 

The  second  of  the  two  groups  into  which  tlie  amorphi  have  been 
divided  contains  the  mylacephalic  foetuses.  Isidore  Geoffroy  Saint- 
Hilaire  was  the  first  to  give  tliis  name  (mylacephahis)  to  a  small 
mnnber  of  specimens  which  had  a  shapeless  body  with  very  rudi- 
mentary limbs  ;  but  he  placed  these  in  the  second  family  of  his 
classification  (the  acephali),  and  separated  them  from  the  third 
family,  which  contained  the  anideans.  It  seems  more  natural  to 
group  them,  as  Forster,  Ahlfeld,  and  Taruffi  do,  with  the  anideans, 
and  to  consider  them,  as  Taruffi  does,  as  one  division  of  the  class 
of  the  amorplii.  They  are  of  a  slightly  higher  grade  of  develop- 
ment than  the  anidei. 

I  have  gathered  together  the  records  of  si.xteen  specimens  of 
mylacephalous  foetuses,  including  the  one  reported  to  the  Edin- 
burgh Obstetrical  Society  last  year  by  Dr  J.  Halliday  Groom  (16). 
Tarufh  noted  eleven  cases  in  the  second  volume  of  his  work  {Storia 
delta  Teratologia) ;  but  he  added  a  twelfth  in  the  appendix  to  the 
third  volume. 

K 
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Dcjlnition. — Tlie  footus  amorphus  mylacephalus  may  be  defined 
as  an  allantoido-angiopagous  twin,  consistin*,'  of  a  soniewliat  rounded 
skin -covered  mass,  showing  externally  some  traces  of  limbs. 

Historical  Notes. — The  first  mylacephalic  foitus  of  which  we  have 
any  account  was  that  recorded  in  somewhat  obscure  terms  by 
Mappus  (1)  in  1687.  Two  specimens  were  rejwrted  in  the  next 
century  by  Klein  (2)  and  Clarke  (3).  In  the  first  fifty  years  of 
the  present  century  six  observations  were  made:  the  first  was  by 
Tiedemann  (4-)  in  1813  ;  the  second  was  Siebold's  specimen  (5), — 
the  descrij)tion  of  it  was  lost,  but  its  external  appearances  were 
preserved  by  Elben  in  his  Atlas ;  the  third  and  fourth  were  by 
Asdrubali  (6)  and  Imbimbo  (7) ;  the  fifth  specimen  was  figured  by 
Dubois  (8),  and  was  probably  the  one  of  which  a  cast  was  given 
by  Zanetti  to  the  Anatomical  Museum  of  Florence  ;  and  the  sixth 
was  the  foetus  so  v^^ell  described  by  Vrolik  (9).  Defilippi  (10) 
reported  a  case  in  Torino  in  1855  ;  in  1875  two  specimens  by 
Sangalli  (11)  and  H.  Eendu  (12)  were  put  upon  record  with  com- 
plete desciiptions ;  and  in  1882  Kroner  and  Schuchardt  (13) 
examined  very  carefully,  by  means  of  frozen  sections,  another 
interesting  mylacephalian.  In  1886  Gnietz  reported  his  specimen  ; 
and  in  1889  the  second  English  specimen  was  i)ut  upon  record  by 
Trestrail  (15),  whilst  in  1893  the  first  Scottish  observation  was 
made  by  Groom  (16). 

Sijnonyms. — Klein  (2)  called  liis  specimen  an  acephalic  foetus  ; 
but  Clarke  (3)  was  satisfied  with  the  somewhat  vague  expression, 
"  extraordinary  production  of  human  generation;"  and  Asdrubali 
named  his  mylacephalus  a '' mola  vera  concomitante."  The  other 
authors  who  described  specimens  usually  named  them  acephalic  ; 
but  to  Trestrail's  case  was  applied  Saint-Hilaire's  designation 
"  mylacephalous,"  and  Kioner  and  Schuchardt  regarded  their 
specimen  as  an  anidean  foetus,  and  called  it  "  acardiacus  amorphus  " 
or  "amorphus  (Forster)." 

Clinical  Details. 

As  a  general  rule,  the  clinical  details  of  the  circumstances  con- 
nected with  tlie  birth  of  mylacephalic  foetuses  have  been  so  imper- 
fectly reported  that  one  is  not  able  to  draw  general  conclusions 
from  their  analysis.  In  all  the  cases,  however,  it  may  be  inferred 
that  the  pregnancy  was  plural ;  in  fifteen  instances  (Nos.  1  to  6 
and  8  to  16)  the  mylacephalus  was  born  along  with  one  other 
foetus,  and  in  one  case  (No.  7)  there  were  triplets. 

Maternal  History. — The  motlier's  age  was  26  in  No.  15  ;  27  in 
No.  14;  29  in  No.  13;  and  32  in  No.  11.  She  was  a  i.-para  in 
Nos.  15  and  9;  a  ii.-para  in  Nos.  13  and  14;  an  viii.-paia  in 
No.  11;  and  a  "multipara"  in  No.  12.  With  regard  to  her  pre- 
vious obstetric  history  it  may  be  noted  tliat  in  No.  13  the  first 
pregnancy  (seven  years  before)  ended  in  the  birth  of  a  normal  living 
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female  infant ;  in  No.  14  there  had  been  one  previous  healtliy 
child;  in  No.  12  there  had  been  several  other  chihh-en,  none  of 
whom  had  been  deformed;  and  in  No.  11  there  had  been  seven 
earlier  male  births. 

Tiie  pregnancy  which  resulted  in  the  birth  of  a  niylacephalic 
foetus  was,  as  has  been  said,  always  plural — usually  twins,  but 
once  triplets.  It  is  not  always  stated  at  what  time  the  gestation 
ended  ;  but  in  Nos.  14  and  15  it  was  at  the  end  of  the  sixth  month, 
in  N(i.  12  at  the  seventh  month,  in  No.  9  at  the  eighth  month,  in 
No.  4  at  the  full  time,  and  in  No.  16  it  terminated  as  "an  abor- 
tion." In  Trestrail's  case  (15)  it  was  stated  that  the  mother  was 
frightened  by  a  parrot  in  the  early  weeks  of  her  pregnancy,  and 
that  her  abdomen  was  lai'ger  than  was  natural  for  the  term  of 
gestation  arrived  at.  In  No.  9  there  was  cedematous  swelling  of 
the  legs,  the  abdomen  was  veiy  tense  and  painful,  and  respiration 
was  hindered  ;  there  was  in  this  case  hydramnios  of  the  sac 
containing  the  mylacephalic  foetus.  In  No.  14  also  there  was 
hydramnios  and  shortness  of  breath  ;  the  hydramnios  affected  the 
sac  of  the  normal  twin. 

In  nearly  every  case  the  monster  was  expelled  after  the  birth  of 
the  normal  twin  (Nos.  1 ,  2,  3,  4,  5,  6, 13,  and  15) ;  but  in  Nos.  9  and 
14  it  was  born  first,  in  No.  11  the  twins  were  expelled  together, 
and  in  No.  7  (the  triplet  case)  the  malformed  foetus  was  said  to 
have  been  born  along  with  two  others.  Labour  seems  usually  to 
have  been  rapid ;  in  No.  9  there  was  some  haemorrhage,  necessi- 
tating the  removal  of  the  placenta ;  and  in  No.  15  the  normal  twin 
{)resented  by  the  feet,  the  membranes  were  ruptured,  the  child 
extracted,  and  the  mylacephalus  and  placenta  were  removed 
shortly  afterwards.  No  mention  of  the  i)uerperium  was  usually 
made ;  but  in  No.  13  it  was  reported  that  the  mother  made  a  rapid 
recovery. 

Paternal  and  Family  History. — In  no  case  is  there  any  informa- 
tion forthcoming  on  the  health  of  the  father  ;  but  in  No.  15  it  is 
stated  tliat  he  was  twice  married,  that  his  first  wife  had  a  dead- 
born  child,  and  later  a  living  one  (both  well  formed),  and  that  it 
was  the  second  wife  who  gave  birth  to  the  twins,  one  of  wliich  was 
mylacephalic.  The  absence  of  a  family  history  of  malforn)ations 
was  noted  in  No.  14, 

Infantile  History. — The  mylacephalic  foetus  was  incapable  of  a 
separate  existence,  but  the  co-twin  was  not  uncommonly  born 
alive.  Tiie  latter  was  stated  to  have  been  alive  at  birth  in  Nos. 
1,  2,  9,  12,  14,  and  15  ;  in  Nos.  3,  4,  5, 11,  13,  and  14  it  was  simply 
described  as  normal  or  well  formed  ;  and  in  Nos.  G,  8,  10,  and  15 
there  were  no  details  at  all.  It  lived  for  half  an  hour  in  No.  15, 
for  two  hours  in  No.  14,  and  for  some  days  in  No.  12  ;  in  No.  9  it 
was  weakly  at  birth,  weighed  2  lbs.  4|  oz.,  and  measured  14  inches 
in  length,  and  died  in  twenty-four  hours.  The  sex  of  the  co-twin 
was  not  always  stated  ;  it  was  a  female  in  Nos,  4,  5,  9,  13,  and 
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15  ;  both  were  females  in  No.  7  (triplets) ;  and  it  was  a  male  in 
No.  11.  It  could  be  recognised  that  the  niylacephuliis  was  a 
female  in  Nos.  2,  4,  9,  and  15,  and  a  male  in  Nos.  5  and  10  ;  but 
there  were  no  genital  organs  in  Nos.  1,  3,  6,  7,  11,  12,  13,  and  16. 
It  will  be  noted  that  in  No.  5  the  monster  was  stated  to  be  a  male, 
whilst  the  co-twin  was  a  female ;  if  this  were  really  the  case, 
Siebuld's  observation  would  be  almost  unique,  but  an  inspection 
of  the  drawing  of  the  monster  leaves  it  doubtful  whether  the  so- 
called  penis  was  truly  that  organ.  Further,  the  description  of  this 
specimen  had  been  lost,  so  that  on  the  whole  it  does  not  seem 
justifiable  to  assert  that  it  formed  almost  the  only  exception  to  the 
law  that  monochorionic  twins  are  of  the  same  sex. 

MoRHiu  Anatomy. 
I.  Of  the  Fcetus. 

(1.)  General  Form  and  Dimensions. — In  its  general  form  the 
mylacephalic  foetus  is  ovoid  (Nos.  7,  9,  and  12),  or  oval  (Nos.  3 
and  16),  or  kidney-shaped  (Nos.  5  and  13),  or  pyriform  (No.  6), 
or  irregularly  quadrilateral  (No.  2),  or  is  like  an  elongated  cone 
curved  on  its  own  axis  (No.  11).  In  most  of  the  described  speci- 
mens the  anterior  surface  showed  the  insertion  of  the  umbilical 
cord,  and  was  irregular  on  account  of  the  presence  of  elevations 
and  grooves,  whilst  the  posterior  surface  was  smooth  ;  the  upper 
end  was  usually  rounded,  and  sometimes  carried  some  hairs  ;  the 
lower  showed  in  some  cases  the  traces  of  external  genital  organs 
(usually  female),  and  to  it  were  attached  one  or  two  rudimentary 
lower  limbs. 

The  foetus  mylaceplialus  is  always  small  in  size  ;  in  No.  4  it 
measured  7'5  cms.  by  5  cms.;  in  No.  14,  8  cms.  by  4  cms. ;  in 
No.  6,  9  cms.  by  5  cms.  ;  in  No.  3,  10  cms.  by  7'5  cms.  ;  in  No.  15 
it  was  14  cms.  in  length;  in  No.  12  it  was  from  15  to  17  cms.  in 
length  ;  in  No.  13  it  measured  20'5  cms.  in  length,  12  cms.  in 
breadth,  and  from  7'5  to  6"5  cms.  in  thickness ;  in  No.  7  it  was 
22'4  cms,  by  about  14  cms.  ;  and  in  No.  2  it  measured  about 
36  cms.  (?)  in  length.  It  weighed  115  grammes  in  No.  14; 
nearly  8  oz.  in  No.  2;  13  oz.  in  No.  12  ;  36  oz.  in  No.  7;  and 
1220  grammes  in  No.  13. 

(2.)  External  A2opearances. — The  whole  surface  of  the  myla- 
cephalus  is  usually  covered  with  skin,  wliicli  is  normal  in  appear- 
ance, and  often  carries  numerous  lanugo  hairs.  It  will  be  con- 
venient to  describe  first  the  trunk,  and  second  the  rudimentary 
extremities. 

(«.)  The  Trunk. — In  No.  1  the  foetus  was  said  to  show  no 
external  fissures  or  openings ;  but  from  the  abdomen  protruded 
a  tortuous  piece  of  intestine  with  a  mesentery  which  was  adherent 
by  bands  to  the  placenta ;  there  were  traces  of  external  genitals. 
In  No.  2  there  was  a  hair-covered  elevation  at  the  upper  end,  and 
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at  the  lower  were  the  vulva  and  anus;  and  there  was  a  thin 
umbilical  cord  inserted  on  the  anterior  surface,  which  was  of 
a  whiter  colour  and  tnore  smooth  than  the  posterior  aspect. 
Possibly  the  small  opening  on  the  anterior  surface  in  No.  3, 
which  lay  between  the  rudimentary  limbs,  represented  the  little- 
developed  genital  organs.  In  No.  4  there  was  a  marked  groove 
on  the  right  side  of  the  abdomen,  and  at  the  lower  end  was 
a  vulvar  cleft,  with  two  labia  majora.  The  upper  end  of  the 
foetal  mass  in  No.  5  showed  some  hairs  anteriorly,  and  there  was 
in  this  part  a  reddish  patch  about  4  inches  in  circumference ; 
on  tlie  anterior  surface  was  a  protruding  sac,  probably  hernial, 
beneath  which  was  the  insertion  of  the  cord ;  below  this  again 
was  a  penis-like  body  and  another  small  projection.  On  the 
narrow  upper  end  in  No.  7  was  a  cutaneous  projection  covered  by 
black  hairs.  In  Vrolik's  specimen  (9),  above  the  entrance  of  the 
cord,  wei-e  seen  four  fleshy  projections,  one  of  which  was  covered 
with  hairs,  whilst  at  the  lower  end  there  were  found,  on  separat- 
ing the  legs,  the  female  genital  organs,  the  urethral  aperture,  and 
the  anus ;  there  were  labia  majora,  but  no  minora.  On  the 
cephalic  end  in  No.  10  was  a  serous  cyst  directed  anteriorly, 
which  carried  some  hairs ;  in  the  middle  of  the  ventral  surface 
was  the  umbilicus;  and  at  the  lower  end  was  a  prepuce,  with 
a  sulcus  beneath  it.  In  No.  12  the  anterior  surface  showed  a 
marked  transverse  furrow  where  the  cord  was  inserted,  and  to  the 
left  of  this  was  a  small  circular  depression  (regarded  by  the 
observer  as  possibly  an  eyelid),  from  which  grew  hairs  that  were 
longer  and  more  numerous  than  on  other  parts  of  the  body.  In 
No.  13  tlie  foetus  was  roughly  divided  into  three  parts  by 
two  transverse  grooves :  the  upper  or  cephalic  portion  carried 
four  little  projections  on  the  right  side,  which  may  have  been 
rudimentary  sense  organs;  in  the  middle  or  thoiaco-abdominul 
portion  was  a  kind  of  spurious  umbilical  hernia,  on  each  side  of 
which,  and  near  to  the  groove  marking  it  off  from  the  pars 
cephalica,  was  a  small  pit  or  depression  ;  and  the  lower  or  pelvic 
part  had  a  rudimentary  contorted  limb  attached  to  it.  The  speci- 
men described  by  Graetz  (14)  was  covered  with  hairless  skin,  and 
showed  on  its  anterior  surface  one  deep  and  two  sliallow  furrows, 
and  a  penis-like  body.  Trestrail's  specimen  (15)  had  a  dull  pink 
colour  externally,  and  fine  hairs  could  be  detected  on  the  skin, 
but  only  by  means  of  a  lens ;  the  umbilical  cord  was  inserted  on 
one  side,  and  there  was  a  small  umbilical  hernia ;  and  below  the 
cord-insertion  was  a  deep  natural  cleft,  at  the  bottom  of  which 
could  be  seen  a  clitoris,  with  its  prepuce,  and  below  it  a  circular 
opening  leading  into  the  rectum.  In  No.  16  there  was  a  trunk 
(not  bilaterally  symmetrical),  on  the  anterior  surface  of  which  was 
a  transverse  groove,  and  above  it  the  attachment  of  the  cord ; 
below  the  groove  was  a  nipple-shaped  body,  with  a  circular  furrow 
round  it ;  on  the  right  side  of  the  upper  end  were  two  rounded 
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sessile  projections,  and  immediately  in  front  of  these  were  five 
conical  bodies  (fingers  and  thumb?);  and  on  the  posterior  surface 
were  some  hairs. 

(b.)  The  Limbs. — Tlie  extremities  were  in  every  case  deformed 
and  rudimentary.  There  were  two  lower  limbs  in  Nos.  1,  2,  3,  4, 
9,  10,  11,  and  14;  but  there  was  only  one  in  Nos.  5,  7,  12,  13,  15, 
and  16.  In  Nos.  2,  6,  and  16  there  were  traces  of  one  upjicr 
extremity,  and  in  No.  12  tiiere  were  two  rudimentary  arms.  In 
No.  2  the  lower  limbs  were  much  deformed;  the  right  was  the 
larger,  and  had  four  rudimentary  toes,  whilst  the  left  had  two; 
and  the  arm  was  bent  at  the  elbow,  and  had  two  wart-like  fingers. 
In  No.  3  there  was  a  small  projection  "  like  a  finger ; "  one  foot 
had  one  large  and  three  small  toes,  tiie  other,  which  was  very  im- 
perfect, liad  one  large  and  two  small  toes.  The  lower  limbs  in  No. 
4  were  stumps  about  an  inch  in  length,  ending  in  rounded  points, 
and  having  no  feet.  The  lower  limb  in  Nos.  5,  7,  12,  13,  15,  and 
16  had  a  somewhat  constant  appearance  ;  it  was  sometimes  turned 
upwards  on  the  anterior  aspect  of  the  trunk,  and  at  other  times 
WHS  stretched  out ;  there  were  three  toes  in  No.  5,  two  without 
nails  in  No.  12,  two  in  No.  16,  and  four  in  No.  15.  In  No.  9  there 
were  two  lower  limbs,  of  which  little  more  than  the  feet  projected 
externally;  the  right  foot  had  five  toes  (two  of  which  were  united), 
and  the  lelt  only  three.  In  No.  12  there  were  two  cutaneous  folds, 
representing  the  upper  limbs ;  these  showed  no  fingers,  and  con- 
tained neither  bone  nor  cartilage.  In  No.  14  the  left  lower  limb 
was  represented  externally  by  a  foot  with  two  toes,  and  the  right 
by  a  shapeless  projection,  also  with  two  very  imperfect  digits. 

(3.)  Internal  Appearances. — The  greater  part  of  the  mylacephalic 
foetus  consists  of  cedematous  connective  tissue,  with  here  and  there 
some  lobules  of  fat.  The  connective  tissue  lies  beneath  the  skin, 
and  varies  somewhat  in  thickness ;  it  was  |-inch  thick  in  No.  16, 
and  3  cms.  in  No.  12.  In  Trestrail's  specimen  (15)  the  true 
epidermis  was  thin  and  the  hair  follicles  were  ill  developed  ;  the 
thick  layer  of  subcutaneous  tissue  formed  a  dense  stratum  lying 
immediately  below  cutis,  and  a  very  loose  one  in  its  deeper  part ; 
it  contained  many  elastic  fibres,  and  the  connective-tissue  cells 
were  large  and  oval,  with  big  nuclei ;  and  the  whole  structure  was 
essentially  embryonic,  with  a  somewhat  atrophied  epidermis. 
Similar  appearances  were  found  in  No.  14.  In  other  cases  the 
sul)Cutaneous  tissue  was  described  as  of  a  homogeneous  fleshy 
texture  (3),  as  a  dense  cellular  tissue  (6),  a  soft  homogeneous 
cellular  tissue  with  no  fat  (9),  a  librous  tissue  with  serum  in  its 
meshes  (11),  a  soft  cedematous  connective  tissue  traversed  by 
fibrous  bands  shutting  off'  islands  of  fat  (12),  and  as  an  cedematous 
connective  tissue  in  No.  13.  Sometimes  beneath  the  subcutaneous 
tissue  was  a  muscular  layer,  and  there  were  usually  some  muscles 
attached  to  the  bones  of  the  rudimentary  limbs  ;  but  in  No.  10  it 
was  stated  that  no  voluntary  muscles  were  found.     Both  the  sub- 


BY    I)R    J.    \V.    BALLANTYNE.  70 

cutaneous  and  muscular  strata  were  well  supplied  with  vessels,  but 
in  only  a  few  cases  could  these  be  injected. 

With  regard  to  the  viscera  of  the  mylacephalus,  the  most  com- 
monly met  witli  were  the  intestine  and  one  or  both  kidneys.  Some 
intestinal  coils  were  described  in  Nos.  1,  2,  3,  5,  9,  10,  il,  12,  13, 
14,  15,  and  16  ;  these  consisted  of  the  whole  of  the  large  and  a 
part  of  the  small  intestine  in  ISTos.  9  and  15,  and  of  the  duodenum 
and  jejunum  in  No.  5.  Sometimes  they  lay  in  a  sort  of  peritoneal 
sac  ;  and  it  was  noted  in  Nos.  5,  9,  13,  and  14  that  they  contained 
greyish  porridgy  meconium,  greenish-grey  in  one  part  in  No.  13. 
A  stomach  (imperfect)  was  described  in  Nos.  2,  11,  and  14,  and  a 
])()rtion  of  the  oesophagus  in  No.  2.  There  was  a  urinary  bladder 
in  Nos.  2,  5,  9,  and  10  ;  and  there  were  two  nreters  in  Nos.  2  and 
9  (of  which  the  left  alone  opened  into  the  bladder  in  No.  9),  and 
one  in  Nos.  10  and  15.  Two  kidneys  were  found  in  Nos.  5,  9,  and 
10;  but  one  only  was  present  in  Nos.  12  and  15.  There  was  a 
double  kidney  in  No.  14.  In  No.  2  the  right  kidney  and  the  liver 
were  possibly  fused  to  form  one  organ.  In  No.  9  the  right  kidney 
was  large  and  the  left  small.  Tiie  uterus  was  found  in  No.  9,  and 
in  No.  2  were  a  uterus  and  tubes,  but  no  ovaries ;  there  were 
testicles  in  No.  10.  Something  resembling  a  liver  was  seen  in 
Nos.  2,  13,  aud  14.  All  the  other  organs,  includitig  the  heart, 
lungs,  thymus,  thyroid,  spleen,  etc.,  were  absent,  or  were  at  least 
not  mentioned.  There  were  some  traces  of  a  spinal  cord  in  Nos.  7 
and  11,  and  in  the  latter  was  also  a  brain-like  mass,  which  did  not, 
however,  show  any  nervous  elements.  A  small  brain  was  described 
in  No.  14.  Nerves  were  found  in  some  cases  (Nos.  2,  9,  13, 14,  15, 
and  16);  these  were  usually  the  lumbar  nerves  and  those  supplying 
the  lower  limb.  In  No.  10  the  sympathetic  ganglia  and  nerves 
were  described. 

The  skeleton  was  usually  represented  by  some  vertebrae,  by  a 
pelvis,  and  by  the  bones  of  one  or  both  lower  limbs  (Nos.  1,  2,  9, 
10,  11,  12,  13,  14,  15,  and  16).  In  No.  14  there  was  a  small 
cranial  capsule.  In  some  instances  (e.g.  No.  10)  all  tlie  vertebrae 
were  present,  and  in  No.  7  there  were  24,  in  No.  2,  19,  and  in  No. 
14,  15  ;  but  in  most  cases  there  were  only  a  few  lumbar  and  sacral 
bodies  to  be  found,  and  these  were  sometimes  fused  together  or 
otherwise  deformed.  Some  of  the  pelvic  bones  were  noted  in  Nos. 
1,  2,  3,  7,  9,  10,  12,  13,  and  15;  but  usually  one  os  innominatum 
was  better  developed  than  the  other.  Tiie  pelvis  was  well  formed 
in  No.  14.  There  were  11  ribs  on  the  right  side  and  12  on  tiie  left 
in  No.  2;  7  on  the  right  and  4  on  the  left  in  No.  16;  7  on  the 
right  and  8  on  the  left  in  No.  14 ;  probably  all  tlie  ribs  were 
present  in  No.  10  ;  and  there  were  2  ribs  in  Nos.  6  and  9.  The 
sternum,  clavicles,  and  scapulae  were  found  in  No.  2 ;  but  tliese 
were  absent  in  No.  10.  Some  bones  of  both  the  lower  limbs 
existed  in  Nos.  1,  9,  and  10 ;  of  both  the  upper  limbs  in  No.  2 ;  of 
one  lower  limb  in  Nos.  3,  11,  12,  13,  15,  and  16  ;  and  of  one  upper 
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extremity  in  No.  G.  In  all  those  cases  the  limb  bones  were  usually 
(lerormed  or  imperfect.  Kudiments  of  the  sphenoid  and  lower  jaw 
were  described  in  No.  10. 

TI.  Of  the  Placenta,  Membranes,  and  Cohd. 

In  the  descriptions  of  mylacephalic  fcetuses,  little  or  nothing  is 
said  concerning  the  placenta,  membranes,  and  umbilical  cord.  It 
may,  however,  be  concluded  that  the  placenta  was  single,  for  in 
Nos.  3  and  9,  in  which  it  is  stated  that  there  were  two  after-birtlis, 
it  is  probable  that  there  existed  a  vascular  connexion  between  the 
two.  In  No.  7  (the  triplets  case)  there  were  two  placentae,  but 
one  of  these  was  common  to  the  mylacephalus  and  to  one  other 
foetus.  In  Nos.  2,  4,  6,  12,  13,  14,  and  15  it  was  distinctly  stated 
that  the  placenta  formed  one  mas.s.  The  chorion  was  ])robably 
always  single  and  the  amnion  double,  but  details  are  wanting. 

The  coi'd  of  the  mylaceplialus  was  usually  thin,  but  in  No.  4  it 
was  described  as  very  thick  ;  it  contained  two  aiteries  and  one 
vein  in  Nos.  9  and  16 ;  and  one  artery  and  one  vein  in  Nos.  3,  4, 
11,  and  12.  In  No.  15  the  cord  of  the  monster  joined  that  of  the 
co-twin,  and  both  were  inserted  together  into  the  placenta.  Details 
of  the  course  of  the  vessels  inside  the  body  of  the  fa?tus  were 
seldom  stated  ;  but  in  No.  3  they  were  described  as  passing  to  the 
OS  innominatum  ;  in  No.  9  one  artery  went  to  tlie  right  kidney 
and  supplied  the  left  also,  whilst  it  joined  the  other  umbilical 
artery  by  a  communicating  branch  ;  in  No.  10  a  large  venous 
trunk,  joined  by  renals  and  intercostals,  was  found  in  the  neigh- 
bourhood of  the  spine;  and  in  No.  11  was  an  aorta,  with  carotid, 
innominate,  and  iliac  branches. 

General   Characters. 

1.  The  foetus  amorphus  mylacephalus  is  always  the  product  of 
a  plural  conception  (twin  or  triplet). 

2.  The  co-twin  is  usually  norn)al,  and  is  almost  always  born 
first;  with  one  doubtful  exception  (5)  it  was  always  of  the  same 
sex  as  the  monster  (when  the  latter  possessed  genital  organs). 

3.  Very  few  general  conclusions  can  be  drawn  as  to  the  clinical 
details  of  these  cases,  but  it  would  seem  that  the  pregnancy  usually 
terminates  prematurely. 

4.  The  mylacephalus  forms  a  more  or  less  rounded  skin-covered 
mass,  with  the  external  indications  of  one  or  more  deformed  limbs. 

5.  The  anterior  surface  is  usiudly  irregular,  and  gives  attach- 
ment to  the  umbilical  cord  ;  a  coil  of  intestine  often  projects  into 
the  root  of  the  latter.  The  upper  end  sometimes  carries  hairs,  and 
the  lower  has  usually  the  rudiments  of  lower  limbs  hanging  from  it. 

6.  The  most  constant  viscera  are  some  coils  of  intestine,  one 
or  both  kidneys,  and  the  bladder.  In  no  specimen  was  a  trace 
of  the  heart  found.  Tlie  greater  part  of  the  foetus  is  composed  of 
cedematous  connective  tissue  and  fat. 
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7.  The  skeleton  usually  consists  of  a  more  or  less  defective 
spinal  column,  of  the  bones  of  one  or  more  limbs,  and  occasionally 
of  some  of  those  belonging  to  the  thorax  and  pelvis. 

8.  The  placenta  is  probably  always  single  or  at  least  fused,  and 
the  cord  of  the  monster  usually  contains  only  one  artery  and  one 
vein.  
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phus  (Amorphus  Foerster),"  Archiv  fiir  path.  Anat.  unci  Physiol.,  xc. 

p.  443,  1882.     Illustrated. 
(14.)  Graetz  (H.),  Ueher  Zwei  seltene  Missbildungen.     Diss.  Inaug.  Erlanger, 

1886.     Illustrated. 
(15.)  Trestrail  (H.  E.),  "Case  of  Mylacephalous  Acardiac  Twin,"  Lond. 

Obstet.  Trans.,  xviii.  p.  69,  1889.     Illustrated. 
(16.)  Groom  (J.  H.),  "  Note  of  a  Case  of  Acephalic  Acardiac  Foetus,"  Edin. 

Ohtet.  Trans.,  xviii.  p.  69,  1893.     Illustrated. 


Meeting  IV. — February  14,  1894. 

Dr  A.  H.  Freeland  Barbour,  President,  in  the  CImir. 

I.  The  following  centlemen  were  elected  Ordinary  Fellows  of  the 
Society  :— F.  M.  Graham,  L.RC.S.  &  P.  Ed.,  jMedical  Mission  Dis- 
pensary, Cowgate,  and  R.  Hoggan,  M.B.,  CM.,  Montebello,  Joppa. 

L 
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II.  Professor  Simpsonshowed — (1.)  An  kxompiialic  fG'ITUS  sent  by 
Dr  Glaiiville  Morris  of  Staneley,  with  a  history  of  the  case,  which 
was  read  at  a  later  stage  of  tlie  meeting. 

(2.)  A  FCETUS  WITH  ANENCEPHALY  AND  SPINA  BIFIDA,  sent  by 
Dr  Lewis  Morgan  of  Tonypandy.  It  had  been  produced  by  a 
woman  39  years  of  age,  of  nervous  constitution,  wdio  had  been 
married  at  the  age  of  19,  and  had  already  had  eight  healtliy 
children  and  two  miscarriages.  This  last  pregnancy  had  termin- 
ated at  seven  and  a  half  months,  and  at  the  labour  about  a  gallon 
and  a  half  of  liquor  amnii  escaped. 

(3.)    A    KIGHT-SIDED     DERMOID     OVAKIAN     CYSTOMA    with     twisted 

pedicle — the  torsion  being  a  left-twist,  as  Dr  Hermann  Freund 
had  shown  to  occur  normally  in  right  ovarian  tumours. 

(4.)  A  iiVDitociiPHALic  FtETUS,  seut  by  Dr  Veitch,  who  found 
the  arm  presenting,  and  turned  the  child.  The  head  was  widely 
distended,  but  it  burst  when  traction  was  applied  to  the  limbs,  so 
that  it  was  extracted  without  much  difficulty. 

III.  D)-  Haultain  showed  an  ovaky  measuring  2|  inclies  by  Ih, 
removed  for  pain,  from  a  patient  aged  31.  On  section  it  showed 
very  distinctly  several  evident  types  of  new  growth,  viz.,  an  early 
multilocular  cystoma,  a  small  papillary  cyst,  and  an  area  of  white 
fibrous  tissue  (fibroma),  all  of  which  were  situated  in  the  cortical 
])art  of  the  organ,  the  medulla  and  hiluni  being  to  all  appearances 
normal.  There  was  also  a  well-marked  recent  corpus  luteum, 
showing  that  in  spite  of  the  multiide  changes  going  on,  the  organ 
Avas  still  functionally  active.  He  had  not  yet  cut  the  specimen 
for  microscopic  purposes,  as  he  desired  the  Society  to  see  the  naked- 
eye  appearance ;  the  microscopic  characters  he  would  demonstrate 
at  a  future  meetiug.  Perhaps  the  most  interesting  pathological 
condition  present  was  the  evident  origin  of  the  papillary  growth  in 
the  cortex.  The  opposite  ovary,  though  quite  small,  showed 
appearances  of  commencing  papilloma. 

IV.  Dr  J.  W.  Ballantym  showed  a  fcetus  affected  with 
sympodia  AND  HVDUOCEPHALUS,  whicli  he  had  received  from  Dr 
John  Tod  of  Leith.  A  full  description  would  be  given  at  a  subse- 
quent meeting  of  the  Society. 


V.  THE  PATHOLOGICAL  CLASSIFICATION  OF  DISEASES 
OF  WOMEN,  WITH  A  PLEA  FOR  A  REVISION  OF 
CURRENT  VIEWS. 

By  D.  Berry  Hart,  M.D.,  F.R.C.P.  E.l. 

All  writers  of  gynaecological  text-books  adopt  an  anatomical 
classification  of  the  diseases  consideretl.     Thev  either  begin   with 
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peritonitis  and  cellulitis,  taking  up  the  diseases  of  the  other  genital 
organs  in  a  regular  downward  anatomical  sequence ;  or,  they  begin 
witli  vulvar  disease,  and  reverse  the  oider. 

The  first  plan  is  the  better  one,  and  either  indeed  will  be  our 
only  feasible  one  for  many  years  yet.  The  former  has  lost  some 
of  its  value,  since  the  importance  of  tubal  disease  in  relation  to 
])eritonitis  especially  has  become  known, — since, in  fact,  the  impoit- 
ance  of  primary  peritonitis  has  been  curtailed.  But  all  the  same 
we  cannot  at  present  adopt  any  other  method  without  confusion, 
and  without  serious  gaps  in  the  arrangement. 

The  anatomical  arrangement  has  further  this  supreme  conveni- 
ence, that  it  groups  together  the  diseases  of  the  organs  com- 
pactly, and  is  thus  the  only  plan  of  arrangement  suitable  for  the 
student. 

Various  attempts  have  been  made  to  introduce  some  guiding  or 
dominant  lesion  in  gynaecology  as  the  origo  mali,  but  these  have 
all  failed,  and  have  done  immense  harm.  The  mere  mention  of 
tiie  attempts  of  J.  Henry  Bennett,  of  the  mechanical  school  as 
represented  in  its  most  extreme  and  logical  form  by  Graily  Hewitt, 
of  the  extreme  partisans  of  cervical  laceration  or  tubal  disease,  to 
make  their  special  theory  the  primary  fault  from  which  almost  all 
gynaecological  disease  flowed,  is  sufficient  to  call  up  to  us  the  fact 
that  they  have  all  failed,  as  such,  and  led,  when  viewed  in  this 
light,  to  disastrous  and  one-sided  treatment. 

Yet  a  consideration  of  a  pathological  classification  cannot  fail  to 
be  of  great  profit  to  us.  A  knowledge  of  the  pathology  of  any 
disease  is  the  key  to  its  right  treatment ;  and  a  summing  up  of  onr 
present  knowledge  on  this  subject,  even  when  dogmatic,  should 
show  us  our  great  ignorance  on  many  points,  should  indicate  lines 
of  research,  give  us  a  basis  for  ascertaining  progress  in  future  years, 
and  enable  us  to  approximate,  however  slightly,  to  pathological 
classification,  with  all  its  important  bearings  on  prophylaxis  and 
treatment. 

I  wish  to  answer  this  question  of  classification  in  a  broad  sense, 
both  from  the  standpoint  of  exact  pathology,  and  the  less  acurate, 
if  not  less  important,  basis  of  clinical  work. 

A  further  aim  will  be  to  discuss  some  pathological  views 
critically,  in  the  hope  that  opinions  may  be  elicited  whether 
certain  long  current  opinions  do  not  need  careful  reconsideration 
and  revision.  Without  this  discussion,  the  table  would,  I  am 
afraid,  be  unintelligible. 

I  propose  to  group  the  diseases  of  gynaecology  under  the  heads 
of— 

I.  Congestive:  Vascular  Ruptures. 
II.  Hypertrophy. 

III.  Atrophy. 

IV.  Traumatism. 

V.  Simple  Inflammation. 
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v[.  Micro  ORGANISM AL  : 

iA.  Due  to  known  microbes — 
1.  Tii1)L'rciilar. 
2.  GonoiTha>al. 
3.  Actinomycotic. 
4.  Septic. 

Chronic       {  B.   Due   to   microbes   and   tbeir  products,  these   causes 
infected.   \  liavin<^  l)een  apparently  completely  elinunated. 

VII.  Herni^e. 
viir.  Nkw  Growths. 
IX.  Developmental  Errors. 
X.  Neuroses. 

I  liave  now,  therefore,  to  show  liow  that  almost  all  gynpe- 
cological  diseases  can  be  grouped  under  these  heads,  and  to 
consider  each  of  the  separate  heads  critically.  The  table  is 
as  follows : — 

Pathological  Classification  of  Diseases  of  Women. 

I.  CONGESTIVE:  VASCULAR  RUPTURE: 

1.  Alleged  simple  congestions  of  genital  tract  (?). 

2.  Pelvic  hsematocele. 

3.  Pelvic  hpematoma. 

4.  Ovarian  apoplexy. 

II.  HYPERTROPHY: 

1.  Hypertrophy  of  vaginal  portion  of  cervix. 

2.  „  middle  portion. 

3.  „  supravaginal  portion. 

4.  „  associated  with  lacerated  cervix. 
b.  Simple  hypertrophy  of  organs. 

III.  ATROPHY: 

1.  Atrophic  pelvic  peritonitis. 

2.  Parametritis  chronica  atrophicans,  circumscripta  et  diffusa. 

3.  Superinvolution  of  uterus. 

4.  Kraurosis  vulvae. 

5.  Certain  forms  of  pruritus  vulv^"?. 

6.  Senile  changes  in  organs. 

IV.  TRAUMATISM: 

1.  Cervical  lacerations. 

2.  Vaginal  lacerations. 

3.  Perineal,  vestibular,  and  vulvar  tears. 

V.  SIMPLE  INFLAMMATIONS. 

Alleged  simple  non-specific  inflammatory  conditions  of  all  genital 
organs  (?). 

YI.  MICRO-ORGANISMAL  AND  PARASITIC: 

A.  Acute  and  Chronic  Infective  Diseases — 

1.  Tubercular    disease   of   peritoneum,    Fallopian   tube,   ovary, 
uterus,  vagina,  vulva. 
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2.  Gouorrliceal  inflammation  of  peritoneum,  connective  tissue, 

Fallopian  tube,  ovary,  uterus,  vagina,  vulva,  and  its  ducts. 
Pyosalpinx. 

3.  Actinomycosis  of  tube,  ovary,  and  connective  tissue. 

4.  Septic     diseases :     Acute     peritonitis,    cellulitis,    oophoritis, 

salpingitis,  endometritis,  metritis.  Septic  sources  in 
cervix,  vagina,  vulva.     P\'osalpinx.     Hydrosalpinx. 

B.  ChROXIC    IXFECTliD    DISEASES — 

1.  A  gronj)  of  cases  where  ive  have  multiple  lesions ;  usually  some 

enlargement  and  displacement  of  the  uterus,  with  various 
degrees  of  endometritis  and  thickenings  of  an  inflam- 
matory nature,  either  peritonitic,  cellulitic,  salpingitic,  or 
ooi^horitic  ;  cervical  splits  are  often  present. 

2.  Pathological  versions  and  flexions. 

3.  A  group  with  minor  single  inflammatory  conditions  of  o^'ary, 

tube,  peritoneum,  connective  tissue  ;  often  associated  with 
endometritis. 

C.  Parasitic — 

1.  Echinococci   (taenia  echinococci)   in  connective   tissue,   peri- 

toneal cavity,  uterus,  ovary. 

2.  Parasitic  skin  diseases  and  pedicular  irritation. 

VII.  HERNLE: 

1.  Hernia   of    uterus    and    appendages,   singly   or    combined,   into 

inguinal  canal. 

2.  Prolapsus  uteri. 

3.  Vaginal  enterocele  (anterior  and  posterior). 

VIII.  NEW  GROWTHS: 

A.  Nox-Maltgnant. 

1.  Overgrouths  of  normal  tissue,  with  or  without  fluid  or  solid 
products. 

(a)  Unstriped  muscle. — Fibro-myoma  of  round  liga- 
ment, in  broad  ligament,  of  ovary,  of  iiterus  ;  fibrocystic 
of  uterus  ;  fibro-myomatous  polypi — vide  also  (d). 

(b)  Fibrous  connective  tissue  and  fat. — Fibrous  growths 
of  round  ligament  of  ovary,  of  vagina.  Liponiata  of  broad 
ligament,  of  vulva. 

(c)  Glandular  tissue — 

(1)  Endometritis. 

(2)  Cystoma  ovarii. 

(3)  Dermoids  of  ovary. 

(4)  Cervical  and  uterine  polypi  (mucous). 

(d)  Vascular  elements  — Fibroids  of  uterus — some  forms 
vide  (a).     Endometritis  fungosa. 

B.  Malign.^xt — 

1.  Sarcoma  of  pelvic  connective  tissue  ;  of  round  ligament ;  of 

tube  ;  of  ovaiy,  uterus,  vagina,  and  vulva. 

2.  Carcinoma  of  ovary,  peritoneum,  tube,  uterus,  vagina,  and 

vulva ;  combinations. 

C.  Growths  due  to  Evolutionary  Relics — 

(a)  Morbid  development  of  Graafian  follicles. — Cystic 
and  dermoid  ovary. 

(b)  To  remains  of  JVolffian  body  and  duct,  or  to  morbid 
development  of  germ  epithelium. — Parovarian  and  papillo- 
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niatous  tumours  ; '    some    lnoad    lii^'ainent   cysts;'    some 
va,L,nnal  and  cervical  cysts. 

(c)   Undue    develoi^ment     of   ovarian    fossa.  —  Ovarian 
hydrocele. 

IX.  DISPLACEMENTS  OF  UTERUS : 

1.  Inversion  of  uterus— nWc  (VI.)  Group  B,  and  (VII.). 

X.  DEVELOPMENTAL  EERORS : 

1.  Malformations  in  peritoneal  folds:  of  ovary,  tube,  uterus,  vagina, 

vulva.     IIermai>liroditism. 

2.  Round  ligament  hydrocele. 

3.  Allantoic  cysts. 

4.  Hajmatosalpinx,   hajmatometra,    hajmatocolpos.     Some    forms    of 

tubal  distentiim.     Hydrosalpinx. 

XI.     NEUROSES : 

Hysteria  ;  hj'stero-epilepsy  ;  neurasthenia  (we  may  have  also  neurotic 
symptoms,  viz.,  reflex  pains,  some  forms  of  dysmenorrhoea  ;  menor- 
rhagia). 

This  classification  is  of  a  general  nature,  as  I  do  not  wish 
it  at  present  to  be  too  minute. 

I.  Congestive  and  Vascular  Kuptures. 

The  important  question  has  to  be  raised  under  this  division,  as 
to  how  far  we  are  justified  in  considering  that  inflammatory 
phenomena  can  arise  apart  from  a  specific  micro-organismal  or 
chemical  invasion.  It  has  been  long  accepted  by  gynecologists 
that  vasomotor  changes  might  lead  to  flexion,  then  to  congestion, 
and  ultimately  to  inflammation.  Courty  works  out  this  idea 
in  his  treatise  on  Diseases  of  Women,  and  all  of  us  have  our 
ideas  tinged  with  this  pathology.  Yet  it  is  a  purely  hypothetical 
pathology,  and  one  that  all  recent  advances  are  discrediting. 
This  question  comes  up,  liowever,  more  especially  under  another 
head  (VI.). 

Blood  effusions — haematomata,  hematoceles,  and  various  apo- 
yjlexies,  are  the  only  well-defined  members  of  this  group.  How 
far  mere  chill  can  cause  internal  congestion  and  rupture  is  not 
well  established ;  and  at  any  rate  one  must  consider  disturbed 
menstruations,  extra-uterine  gestations,  and  operative  treatment 
as  the  great  cause  of  such. 

It  has  been  undoubtedly  established,  both  by  sectional  anatomy 
and  clinical  operative  work,  that  the  division  into  ha3matoma  and 
hematocele  (i.e.,  connective  tissue  effusion  and  intra-peritoneal 
effusion)  is  well  founded. 

It  is  still  unsettled  whether  varix  of  the  broad  ligament  is  to  be 
considered  as  a  condition  causing  trouble.  It  is  figured,  at  any 
rate  by  Winckel,  as  varicocele  parovarialis. 

^  Often  malignant. 
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II.    HvPKUTltOPHY. 


By  Lliis  one  means  a  hypertrophy  of  all  the  tissues  of  an  orgau) 
or  part  of  any  organ.  The  best  examples  are  found  in  cervical 
hypertrophies,  whether  those  of  nulliparic  (symmetrical)  or  those 
associated  with  cervical  lacerations  (asymmetrical).  Of  none  of 
the  hypertrophies  can  we  give  any  satisfactory  explanation,  simple 
though  the  condition  is.  The  most  probable  cause  is  in  disturbed 
blood  supply. 

The  secondary  cervical  elongations  of  prolapsus  uteri  are  also 
not  quite  clearly  understood. 

I  have  seen  hypertrophy  of  the  cervix  follow  a  case  where  the 
main  blood  supply  of  the  broad  ligament  was  cut  off,  the  uterine 
arteries  being  intact. 

III.  Atrophy. 

Atrophic  processes  are  of  great  importance  in  gynaecology,  and 
are  found  in  almost  every  organ. 

In  extensive  pelvic  peritonitis,  especially  with  much  serous 
effusion,  I  have  frequently  seen  very  marked  atrophy  of  the  uterus 
and  ovaries,  and  entire  cessation  of  menstruation.  A  more  common 
atrophy  is,  however,  in  the  connective  tissue,  and,  clinically,  we 
must  all  have  seen  frequent  examples  of  the  parametritic 
atrophicans,  so  well  described  by  Freund  of  Strassburg.  One  point 
to  be  noted  about  such  cases  is  that  the  course  of  the  lesion  may 
drng  over  several  years  before  it  ends  with  premature  menopause. 
The  stages,  roughly  speaking,  are  an  initial  cellulitic  attack, 
followed  by  dysmenorrhoea  and  menorrhagia.  Then  follow  reflex 
nervous  symptoms,  neuralgise,  and  finally  an  amenorrhoeic  condition, 
with  some  atrophy  of  the  pelvic  organs.  Such  cases  can  only  be 
advantageously  studied  in  private  practice  as  a  rule.  The  well- 
known  superinvolution  of  the  uterus  and  some  forms  of  pruritus 
vulvae,  as  well  as  kraurosis  vulvte,  are  good  examples  of  atrophic 
changes.  How  far  pressure  on  vessels  and  nerves  account  for 
these  is  as  yet  undetermined. 

IV.  Traumatism. 

The  conditions  produced  here  are  all  well  known.  Apart  from 
the  actual  lesion  resulting,  this  cause  is  important  as  a  source  of 
immediate  infection  and  a  possible  starting-point  for  chronic 
irritation.  Especially  in  cervical  laceration  we  have  to  note  the 
results  of  these  in  the  thickening  and  hypertrophy  of  the  cervix, 
subinvolution  of  the  uterus,  and  cellulitic  thickenings. 

V.  Simple  Lnflammatoky  Conditioks. 

Under  this  heading  the  important  question  arises,  as  to  whether 
we  ever  have  really  inflammation  apart  from  an  infective  cause. 
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i.e.,  as  the  result  of  mere  vasomotor  and  otlier  vascular  changes. 
I  do  not  believe  we  have,  and  yet  the  almost  universal  treatment 
by  vascular  sedatives  shows  how  we  have  all  accepted  an  unproved 
pathology.  The  tendency  of  all  our  present  knowledge  is,  liow- 
ever,  to  seek  out,  in  pelvic  inflamniatory  aftections,  tlie  source  of 
the  infection,  and  base  our  treatment  on  what  we  find  as  to  that. 
Inflammatory  conditions  are  the  defensive  processes  of  the  tissues, 
and  repel  and  neutralize  the  attacks  of  the  specific  organisms,  of 
which  we  now  have  so  much  increased  knowledge. 

VI.    MlCLiO-OuGANIS.MAL. 

This  is  one  of  the  most  important  of  the  divisions,  and  deserves 
our  most  careful  attention.  It  is,  indeed,  under  this  heading  that 
the  most  brilliant  and  accurate  pathological  work  has  been  done. 
The  known  microbes  producing  infective  conditions  are,  as  yet,  the 
Bacillus  tuhcrculosis  of  Koch,  the  Gonococcus  of  Neisser,  Streptococci, 
the  rare  Actinonnjces,  and  also  the  Bacterhtm  coli  commvMis.  Our 
accurate  knowledge  of  tubercular  disease  came  only  after  Koch's 
great  diagnostic  discovery.  As  the  result  of  the  research  of  njany 
workers,  we  now  know  that  tubal  tuberculosis  is  by  far  the  most 
common  form,  but  that  it  may  infect  peritoneum,  ovary,  uterus, 
urinary  organs, — more  rarely  the  vagina  and  vulva. 

There  are  many  clinical  features  of  interest  in  genital  tuber- 
culosis. Cases  of  spontaneous  cure  and  entire  disappearance  are 
by  no  means  rare,  although  in  others  we  get  gradual  invasion  of 
other  organs,  and  death.  How  this  happens  in  one  case  and  not 
in  another,  and  how  far  genital  tuberculosis  varies  from  pulmonary, 
is  not  yet  known. 

For  an  interesting  account  of  this  important  subject,  and  for  an 
excellent  resume  of  the  literature,  I  can  recommend  AVilliams' 
article  in  vol.  iii.  of  the  Johns  Hopkins  Reports. 

The  importance  of  gonorrlioia  in  the  causation  of  gynaecological 
disease,  foreshadowed  by  Bernutz  and  ISToeggerath,  has  been 
demonstrated  in  the  most  marvellously  exact  manner.  The  first 
step  was  taken  in  Neisser's  discovery  of  the  gonococcus.  Bumni's 
researches  confirmed  this,  and  there  was  added  by  him  the  theory 
that  the  gonococcus  grew  on  columnar  and  not  on  squamous 
epithelium,  that  its  spread  was  a  superficial  one,  and  that  a 
gonorrhoeal  peritonitis  could  only  be  a  limited  process.  These 
sharply  defined  statements  have  not  been  confirmed;  and  more 
recently  Wertheim  has  demonstrated  tliat  gonorrheal  peritonitis 
can  be  set  up  in  wliite  mice,  that  the  gonococci  can  invade  con- 
nective tissue,  and  that  in  such  cases  the  gonococcus  alone  is 
found,^Bumm's  idea  of  a  mixed  infection  falling,  therefore,  to  the 
ground.  No  better  instance  can  be  found  of  what  bacteriology  can 
do  in  the  elucidation  of  disease,  than  the  recent  work  on  Ascend- 
ing Gonurrhcea  in  Women. 
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What  we  know  of  septic  diseases  is  in  the  acute  stages.  Any 
full  criticism  on  this  head  would  touch  too  much  on  puerperal 
septicemia.  It  may  he  noted,  however,  that  in  cellulitis,  ending 
"without  suppuration,  streptococci  have  been  found  ;  and  this  is 
interesting,  as  showing  not  only  the  cause  of  the  cellulitis,  but  also 
how  they  are  destroyed  by  the  leucocytes  and  their  products. 

Actinomyces  is  the  rarest  of  conditions  in  gynaecology,  but  it  has 
lieen  demonstrated  in  various  organs  by  Zemann,  and  in  a  recent 
valuable  paper  by  Grainger  Stewart  and  Muir  in  the  first  volume 
of  the  Edinburgh  Hospital  Eeports. 

In  the  B  group,  or  what  I  have  termed  chronic  infected  cases,  we 
have  really  tlie  majority  of  the  chronic  diseases  coming  continually 
under  the  notice  of  the  practitioner  and  specialist.  It  is  on  this 
group  tiiat  so  much  theory  and  energy  have  been  spent,  in  the 
attempt  to  get  at  the  nature  of  the  associated  lesions,  and  to  cure 
the  discharges,  aches,  discomfort,  and  disturbance  of  function  they 
give  rise  to.  The  A  and  B  groups  are  really  one,  but  are  sharply 
contrasted,  as  in  the  former  we  have  the  exact  scientific  patho- 
logy ;  in  the  latter,  dreary  speculative  theories,  where  one  does  not 
dig  long  without  coming,  in  Carlyle's  phrase,  to  water.  Group  B 
is  the  dust-heap  of  gynaecology,  where  valuables  lie  hid  and 
obscured.  In  this  group  some  one  condition  has  usually  been 
seized  on  as  the  whole  malady,  and  with  its  cure  the  case  w^as  at 
an  end.  Whether  ulceration,  uterine  displacement,  cervical  lacera- 
tion— that  was  the  disease  ! — you  treated  it  with  your  caustic  or 
your  pessary  for  a  few  months,  of  course,  and  the  patient  was 
restored  to  health.  Gynaecologists  usually  believed  in  these 
nostrums  till  a  new  method  was  discovered,  and  then  they  dis- 
carded their  old  friends  with  contumely. 

Tlie  view  of  such  cases  that  I  wish  to  urge  is  this.  Many  are 
the  result  of  a  previous  septic  attack,  minor  or  major.  The  source 
of  infection  has  been  the  cervical  laceration  or  the  endometrium 
bared  by  abortion  or  labour,  and  the  invasion  of  the  micrococci 
along  mucous  membrane  or  through  lymph  spaces  has  been  met 
])y  the  ever-watchful  tissue  elements;  the  invaders  have  been 
captured  ;  and  in  the  celluUtic  thickenings,  or  in  those  of  the  tubes 
and  ovary,  found  lasting  for  months  and  years  after  the  primary 
attack,  one  has  the  tumuli,  as  it  were,  that  mark  the  old  battle- 
field. Gradually,  as  these  thickenings  shrink,  we  get  uterine  dis- 
placements, nerve  pressure,  cervical  ectropion,  and  hypertrophy, 
the  stock  cases  of  gynaecology. 

It  may  be  urged  that  I  am  simply  substituting  a  chronic 
infected  group  for  the  ulceration  or  displacement  series.  This  I 
do  not.  I  merely  say  that  in  Group  B  we  have  a  class  of  cases 
where  one  can  see  the  traces  of  a  previous  infection,  usually  after 
abortion  or  childbirth,  or  unclean  operative  work,  and  tiiat  this  is 
the  group  in  which  careful  investigation  is  needed  to  determine 
the  exact  nature  of  such,  and  to  enlarge  Group  A. 

M 
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111  such  cases  one  gets  no  <;ood  by  altering,  or  rather  trying  to 
alter,  uterine  position.     What  one  has  to  settle  is  as  follows : — 

1.  Are  the  results  of  the  previous  attacks  removable  bi/  operation  ? 

2.  Is  there  any  source  of  absorjytiuu  yet  ? 

3.  Ho IV  far  has  the  chronic  endonieiritis  or  cervical  laceration  to 
do  loith  the  perpetuation  of  the  secondary  condition  .? 

4.  Are  the  results  of  the  infection  mild  and  likely  to  yield  to 
minor  remedies  ? 

The  answers  to  these  queries  determine  tlie  treatment ;  and  in 
salpingectomy,  cervical  operations,  curetting,  and  massage,  we 
have  excellent  thei'apeutic  measures  in  suitable  cases.  To  queries 
2  and  3  any  reply  is  as  yet  difficult,  if  not  impossible.  One  must 
never  forget  that  the  rectum  or  bladder  may  be  the  source  of  the 
secondary  inflammations. 

One  special  dictum  has  now  long  ruled  in  gynjiecology,  viz.,  that 
operative  treatment — say  curetting,  or  cervical  operations — was 
contra-iiulicated  Ijy  cellulitic  or  tubal  thickenings.  It  was  and  is 
believed  that  operative  treatment  would  aggravate  this  thickened 
condition  and  light  up  serious  mischief.  I  am  now  convinced 
that,  in  minor  thickenings  with,  of  course,  no  suppuration,  this  is 
a  mistake,  and  that  if  any  mischief  arises  it  is  due  to  the  want  of 
anlisei)tic  precautions  at  the  time  of  operation.  I  have,  indeed, 
seen  such  cellulitic  thickenings  disappear  after  curetting.  This 
heresy,  as  one  may  almost  call  it,  is  truth,  I  believe,  but  it  is 
strong  meat  and  liable  to  be  abused  by  the  inexperienced. 

No  view  of  the  B  group  has  hindered  progress  so  much  as  that 
which  placed  the  accompanying  version,  either  anteversion  or 
retroversion,  as  the  main  lesion.  When  one  considers  the 
mechanical  pathology  calmly,  it  is  difficult  to  account  for  the 
craze.  Such  displacements  are  really  secondary  to  inflammatory 
conditions  or  to  increased  uterine  weight,  and  to  give  them  the 
primary  place  is  to  convert  a  physical  sign  into  a  disease. 

I  am  certain  that  only  very  few  backward  displacements,  and 
those  of  an  extreme  degree,  need  treatment  as  such,  and  that  the 
slackening  of  the  vaginal  vault  in  niultiparse  renders  pessary 
treatment  unavailing  qua  the  version. 

VIII.  New  Guowtiis. 

In  regard  to  malignant  and  non-malignant  tumours,  our  know- 
ledge is  at  present  hardly  sutlicient  to  enable  us  to  catalogue  them. 
Of  the  causation  of  any  non-malignant  or  malignant  growth  we 
know  nothing. 

The  ovary  is  the  organ  of  which  our  pathological  knowledge  is 
probably  most  extensive,  and  yet  we  are  still  very  far  from  any  com- 
prehensive knowledge  of  its  physiology  and  pathology.  The  ovary 
has  many  peculiarities  as  an  organ.  With  its  structure  are  linked 
develo})mental  traces  of  the  Wolttiaii  bodies  and  ducts,  while  in 
the   a])parently  unnecessaiy  number  of  its   Graafian  follicles,  as 
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well  as  in  the  alleged  liermaplirodite  condition  of  the  early  foetus, 
we  have  an  apparent  legacy  from  its  evolution,  complicating  our 
compreliension  of  an  organ  already  complex  enougli. 

Our  understanding  of  this  organ  and  its  pathological  growths, 
specially  tiiose  of  a  cystic  nature,  hangs  really  on  a  thorough 
knowledge  of  its  developmental  relics,  and  of  the  nature  of  the 
Graafian  follicle.  The  great  discovery  by  Waldeyer  of  the  germ 
epithelium  and  its  role;  the  division  of  the  parts  into  oophoron, 
paroophoron,  and  parovarium  ;  the  recognition  of  traces  of  the 
Wolffian  bodies  in  the  broad  ligaments  as  giving  rise  to  extra- 
peritoneal cysts,  so  well  explained  by  Coblenz,  aie  all  of  the 
greatest  help  to  the  pathologist  as  well  as  to  the  clinician. 

The  mystery  of  dermoids  is  best,  if  not  completely,  understood 
by  Bland  Sutton's  view,  that  the  Graafian  follicle  is  a  mucous 
cryi)t,  that  mucous  membrane  and  skin  are  identical  in  essential 
structure,  and  that  we  may  thus  get  in  an  adenoma  all  the  products 
of  skin.  I  have  thus  classed  dermoids  and  the  ordinary  ovarian 
cysts  as  adenomata,  but  have  tiiought  it  advisable  to  place  them 
also  in  a  class  which  recognises  an  evolutionary  and  developmental 
factor. 

It  must  be  kept  in  mind  that  much  has  yet  to  be  done  in 
ovarian  pathology,  and  that  the  views  I  have  described  are  much 
contested.  An  excellent  resume  of  the  views  as  to  papillomatous 
tumours,  and  a  valuable  critique,  will  be  found  in  Williams'  ai'ticle 
on  "  Papillomatous  Tumours"  in  the  Johns  Hopkins  Reports  I  liav^e 
already  alluded  to  in  speaking  of  tuberculosis.  Williams  believes 
the  origin  from  Wolffian  relics  possible,  and  gives  the  ingrowths  of 
the  germinal  epithelium  and  the  Graafian  follicle  itself  as  sources. 
This  brief  allusion  to  ovarian  patliology  must  convince  all  of  the 
great  field  of  investigation  yet  open. 

X.  Neurotic  ConditiOxNS. 

In  the  abundance  and  accuracy  of  local  investigation,  which  I 
would  not  for  a  moment  decry,  there  is  some  risk  of  the  bearings 
of  the  nervous  organisation  and  neurotic  conditions  in  women  being 
overlooked. 

One  point  has  specially  struck  me,  viz.,  that  in  some  cases  the 
patient  is  apt  to  mislead  one.  This  is  s])ecially  true  of  the  results 
of  treatment  in  the  B  group  of  cases.  In  such  the  ]iatient  often 
bears  testimony  to  the  good  treatment  has  done  her,  aiul  the 
gynaecologist  often  brings  this  forward  as  evidence  of  the  value  of 
the  treatment  the  patient  has  undergone.  We  have  all  heard  of 
the  magical  relief  afforded  by  the  use  of  a  pessary,  although  I  have 
found  in  some  of  these  cases  that  the  displacement  was  really 
unaffected.  Then,  again,  a  patient  may  suffer  or  appear  to  suffer 
from  some  diagnosis,  and  have  her  suffering  relieved  when  she  is 
assured  that  the  diaLjnosis  has  been  a  wrong  one. 
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In  neurasthenic  women  a  severe  form  of  dysnienorrhoea  may  be 
complained  of,  and  yet  pass  off  completely  under  rest  and  change 
of  scene,  witliout  any  local  treatment.  I  have  seen  such  cases, 
where  removal  of  tiie  appendages  was  considered  necessary,  yield 
to  the  necessary  rest  and  quiet  tiie  patient  really  required.  In  all 
such  it  is  imperative  to  ascertain  by  local  examination  that  no 
gross  local  lesion  exists,  and  if  this  be  the  case,  and  a  history  of 
overwork  be  found,  the  line  of  treatment  is  clear. 

There  is  no  greater  mistake  than  considering  hysteria  as  having 
any  cause  in  genital  conditions.  Tliis  disease  is  really  a  functional 
one  of  the  nervous  system,  and  must  be  treated  as  such. 

Pathology  usually,  but  not  always,  suggests  etiology  and 
prophylaxis.  When  most  perfect  it  is  equivalent  to  etiology.  The 
best  instances  of  this  are  in  septic  cases,  but  they  are  less  perfect 
in  almost  all  the  other  heads  1  have  given. 

I  now  wish  finally  to  point  out  that  our  greatest  advances  in 
pathology  have  been  made  since  the  operative  era  of  gyusecology. 
It  is  the  operator's  specimens  that  have  cleared  up  the  vexed 
question  of  tubal  conditions,  and  the  freshness  of  the  tissues 
removed  is  a  sine  qua  non  for  microscopical  work. 

Bacteriology  has  also  furthered  our  knowledge  tremendously, 
although  some  of  it  has  been  extreme  in  the  wild  demands  it  has 
made  as  to  antisepsis. 

What  I  have  already  advanced  in  regard  to  group  A  in  (VI.), 
and  what  it  has  taught  us  as  to  antiseptics,  is  magnificent  proof 
of  this. 

Within  the  past  fifteen  years,  therefore,  gynaecological  pathology 
has  passed  from  much  hasty  clinical  error  to  careful  scientific 
methods,  and  it  behoves  all  teachers  to  see  that  careful  examination 
is  now  made,  in  the  light  of  modern  methods,  of  all  tlie  valuable 
material  so  plentiful  and  so  often  neglected,  and  that  no  reverence 
be  given  to  those  of  the  past  views  which  are  based  merely  on 
hasty  and  crude  speculation. 

Professor  Simpson  thought  Dr  Hart's  paper  was  one  of  the 
greatest  interest,  and  of  quite  exceptional  value.  There  was  great 
room  for  improvement  in  our  views  in  various  directions  as  to 
the  pathology  of  the  pelvic  organs,  and  Dr  Hart's  paper  would 
stimulate  effort  and  guide  the  workers.  The  range  of  material 
brought  forward  was  so  large  that  it  was  difficult  to  discuss  it 
fairly.  It  might  almost  be  regarded  as  a  synopsis  of  pelvic  patho- 
logy. If  he  (Professor  Simpson)  might  offer  any  criticism  of  Dr 
Hart's  classification,  he  would  say  that  it  was  too  etiological  to 
serve  as  a  guide  for  teaching,  or  for  a  practitioner  to  keep  in  view 
who  had  to  deal  with  the  treatment  of  gynaecological  cases.  In 
classifying  uterine  atrophy,  for  example,  it  might  as  well  have 
been  classed  under  Class  VI.  i>  as  under  Class  III.,  and  it  seemed  to 
him  a  simpler  way  of  coming  upon  this  condition  to  follow  a  scheme 
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that  dealt  successively  with  the  different  anatomical  elements  of 
the  sexual  apparatus.  Then,  again,  if  the  proposed  scheme  implied 
tliat  the  practitioner  was  to  disregard  all  displacements  of  the 
uterus  that  could  not  be  registered  under  VI.  B,  it  would  certainly- 
lead  to  disappointment.  For  there  were  retroflexions  of  the  uterus 
that  in  and  of  themselves,  without  any  concurrent  micro-organisnjic 
process,  gave  rise  to  such  a  definite  and  grave  symptom  as  sterility, 
and  the  symptom  disappeared  when  the  uterus  was  simply  re- 
placed and  kept  in  position.  He  (Professor  Simpson)  had  seen  too 
many  cases  of  this  sort  to  be  prepared  to  have  a  condition  that  was 
sometimescongenital  relegated  roughly  to  the  gynpecolngical  rubbish- 
bin.  Dr  Hart's  scheme  laid  great  sti'ess  on  the  influence  of  micro- 
organisms in  the  causation  of  pelvic  disease.  This  was  only  right 
in  this  bacteriological  era,  when  so  much  light  was  thrown  upon 
morbid  processes  by  the  study  of  micro-organisms  and  their  pro- 
ducts. It  was  of  the  utmost  importance  that  their  influence  should 
be  clearly  traced  in  the  sexual  organs,  and  they  must  always  have 
a  prominent  place  in  pelvic  pathology  ;  but  probably  Dr  Hart  did 
not  intend  his  scheme  to  be  regarded  as  final. 

Dr  Haig  Ferguson  said  he  was  sure  the  Society  was  very  much 
indebted  to  Dr  Hart  for  his  valuable  and  suggestive  paper.  He 
did  not  think  the  classification  was  one  at  all  suitable  for  teaching- 
purposes,  as  it  would  tend  to  hopelessly  confuse  the  student.  Tlie 
great  value  of  this  aitiological  classification  was  the  prominence 
given  to  micro-organisms  as  the  primary  cause  of  many  pelvic 
diseases  in  women.  He  did  not  think  this  had  been  sufficiently 
insisted  on  hitherto  either  in  teaching  or  in  practice,  and  its 
importance  was  unquestionable. 

Dr  HauUain  thought  that  Dr  Hart  made  a  great  deal  too  much 
of  the  septic  origin  of  Group  VI.  B,  and  he  could  not  admit  that 
some  of  the  enlarged  uteri  which  were  displaced  were  due  to  septic 
causes,  but  more  rather  to  altered  circulation  and  consequent  con- 
gestion. It  might,  therefore,  be  rather  classed  in  the  congestive 
group,  if  this  had  not  been  described  as  giving  rise  to  rupture. 
Doubtless  micro-organisms  played  a  large  part  in  the  diseases  of 
women,  but  their  role  as  a  cause  of  displacement  seemed  somewhat 
exaggerated.  The  paper  was  interesting  from  its  novelty,  and 
valuable  as  initiating  a  scheme  of  a  more  scientific  classification  of 
diseases  of  women  than  we  at  present  had,  and  he  was  sure  that 
the  importance  and  size  of  the  subject  would  give  every  one  present 
plenty  of  food  for  reflection. 

The  President  thought  that  Dr  Hart's  paper  was  one  of  the  most 
suggestive  that  had  been  read  to  the  Society  for  some  time.  It 
was  a  forecast  of  what  would  come  to  be  the  method  of  classifying 
diseases  of  women,  when  our  knowledge  was  sufficiently  advanced 
to  classify  upon  an  etiological  basis.  The  progress  of  the  know- 
ledge of  disease  was  from  symptoms  to  pathology,  and  from  patho- 
logy to  etiology.    Formerly,  classification  was  based  on  symptoms  ; 
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now,  it  rested  on  pathology;  wlieii  our  knowledge  was  more 
coin})lete,  it  would  be  based  on  etiology.  Tbe  title  of  the  paper 
should  have  been  an  "Etiological,"  not  a  "  l*atliological,"  System 
of  Classification.  He  agreed  also  with  other  speakers  that  we  could 
not  do  away  with  passive  congestion  as  a  factor  in  uterine  disease  ; 
that,  for  instance,  persistent  retroversion  of  the  uterus  during  the 
])uerperium  was  just  as  distinctly  a  cause  of  chronic  metritis  as 
was  septic  infection.  He  thought  an  ini})ortant  point  in  the  paper 
was  that  the  presence  of  cellulitis  sliould  not  deter  us  in  some 
cases  from  curetting  the  uterus;  it  was  rather  a  reason  for  our 
doing  so,  in  order  to  cut  off  infection.  A  paper  of  this  nature  was 
of  special  value  to  us  as  practitioners  in  directing  attention  to  the 
etiology  of  disease;  although  for  the  student,  in  tlie  present  state 
of  our  knowledge,  we  must  still  keep  to  a  classification  based  on 
pathological  anatomy. 

Dr  Berry  Hart  had  listened  with  great  interest  to  the  remarks  of 
the  Fellows.  He  had  really  written  the  paper  for  his  own  instruc- 
tion, and  as  an  attempt — tiie  first  made,  he  believed — to  see  how 
gynaecological  pathology  would  comport  itself  under  a  pathological 
classification.  It  showed,  at  anyrate,  the  great  gap  in  our  know- 
ledge. Professor  Simpson  was  a  little  irate  at  the  scant  courtesy 
given  in  the  scheme  to  the  ordinary  displacements  of  the  uterus, 
but  there  was  little  doubt  that  the  importance  of  such  displace- 
ments had  been  tremendously  exaggerated.  As  he  had  said  in 
liis  paper,  this  classification  was  not  for  students,  but  for  thinking 
pathologists.  He  was  glad  to  have  the  President's  approval  in  his 
attempt.  At  first  the  title  of  the  paper  was  "Etiological  Classifi- 
cation," but  he  had  altered  it  to  "  Pathological"  for  reasons  given. 

The  President  communicated  the  following  paper : — 

VI.  EXTRA-UTERINE  GESTATION. 

By  C.  F.  A.  Moss,  M.B.  CM.,  Medical  Mission  Hospital,  Antananarivo, 

Madagascar. 

As  four  cases  in  which  the  above  was  diagnosed  have  been 
brought  under  my  notice  during  the  space  of  little  more  than  six 
months,  a  brief  report,  contrasting  the  conditions  met  with,  may 
not  be  without  interest.  At  the  outset  it  may  be  well  to  state  that 
from  several  causes  it  is  impossible  to  do  more  than  express  one's 
opinion  of  these  cases, — no  corroboration  that,  from  a  strictly 
scientific  point  of  view,  would  be  satisfactory  having  been  possible. 
Two  cases  died,  but  post-mortem  examinations  are  not  permitted 
in  this  country;  two  recovered,  one  with  and  one  without  opera- 
tion. And  even  with  regard  to  what  one  notices  during  operation, 
much  more  than  the  incidental  glance  given  to  parts  outside  the 
direct  field  of  operation  is  required  to  form  unimpeachable  evidence 
of  any  given  condition. 
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The  history  also  is  often  very  blurred,  and  often  wanting 
entirely  ;  very  seldom,  indeed,  is  it  absolutely  trustworthy.  After 
this  word  of  explanation,  I  trust  it  will  be  understood  why  the 
facts  I  have  to  bring  forward  are  so  vngue  and  unsatisfactory. 
I  may  also  add,  that  we  find  gyntecological  complaints  common 
among  natives  of  this  country;  and  among  the  rest  the  preliminary 
conditions  of  cln'onic  peritonitis  and  chronic  inflammation  in  the 
genital  tract,  wliich  one  is  accustomed  to  accredit  with  the  possi- 
bility of  extra-uterine  gestation,  are  very  widespread  in  their 
occurrence. 

Of  the  four  cases  I  wish  to  speak  of,  two  illustrate  the  earlier 
phenomena  met  with ;  two  went  on  to  full  term  or  over :  in  this 
order  they  will  be  recorded.  Of  the  first  two,  one  was  diagnosed 
as  a  case  of  intra-peritoneal  rupture,  and  was  fatal ;  the  other,  as  of 
extra-peritoneal  rupture,  and  recovered. 

Case  I. — For  notes  of  this  case  I  am  indebted  to  Mr  Fenn,  who 
was  called  into  consultation.  The  patient  was  a  multipara,  aged 
about  25,  Slie  liad  not  been  pregnant  for  four  years.  She 
noticed  amenorrlicea  for  three  nu)nths,  and  coincidently  a  swelling 
appeared,  distinctly  towards  the  right  side.  She  considered  herself 
pregnant.  Her  health  was  fairly  good,  but  slight  pains  were 
occasionally  felt  in  the  pelvis.  After  three  months  had  passed, 
she  was  seized  with  sudden  faintness,  and  the  swelling  disappeared  ; 
very  little  external  haemorrhage  occurred.  For  a  week  the  faint- 
ness continued,  and  she  was  confined  to  bed.  On  the  seventh  day 
what  appeared  to  be  a  piece  of  decidua  was  passed.  On  the  eighth 
day  Mr  Fenn  saw  her,  and  foimd  her  nearly  collapsed,  with  pulse 
rapid  and  thready,  and  with  temperature  not  raised.  On  percus- 
sion the  abdomen  was  tympanitic,  but  in  both  iliac  fossa'  there  was 
dulness.  The  vagina  and  uterus  were  found  on  examination  very 
soft,  and  their  temperature  was  raised.  In  the  fornices  there  was 
a  boggy  feeling,  but  no  hardness.  On  the  evening  of  that  day  slie 
died.  The  diagnosis  was  made  of  an  extra-uterine  gestation, 
probably  in  the  right  Fallopian  tube,  which  ruptured  about  the 
usual  time,  giving  rise  to  attacks  of  severe  internal  lutMuorrhage ; 
and  these,  and  possibly  also  the  intervention  of  peritonitis,  brought 
about  the  fatal  result. 

Case  II. — The  second  case  was  admitted  to  the  Medical  Mission 
Hospital  at  Andlak^ly,  complaining  of  fever  and  diarrhrea,  and  a 
hard  mass  in  tlie  lower  part  of  the  abdomen.  She  had  had  eight 
pregnancies.  The  first  child  only  is  living ;  the  rest  were  abortions, 
still-born,  or  died  soon  after  birth.  The  last  was  born  a  year  ago. 
There  is  a  history  of  syphilis.  After  missing  one  ])eriod  she 
thought  herself  pregnant,  and  found  a  swelling  appearing  on  the 
right  side.  She  was  seized  with  sudden  faintness  and  loss  of 
blood.  Tins  was  followed  by  fever.  For  a  week  she  had  much 
pain    in    the   pelvis,  and   felt   faint.      Swelling   increased    in   the 
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abdomen,  was  first  soft  in  character,  and  then  liardened.  Tliere 
was  much  charrh(ea.  It  Avas  about  three  weeks  after  tlie  onset  of 
these  symptoms  that  she  was  brought  into  hospital. 

On  va,<j;inal  examination  tlie  cervi.x;  was  found  driven  ri,nht 
against  tlie  pubes,  and  the  anterior  fornix  was  obliterated.  Tlie 
OS  externum  was  found  high  up  and  directed  anteriorly.  In  the 
posterior  fornix  was  a  Luge  mass,  rounded  and  hard,  which  pro- 
jected into  the  vagina.  In  both  lateral  foinices  was  a  hard  mass, 
which  seemed  cord-like  in  paits  The  lower  part  of  the  abdomen 
was  occupied  by  a  hard  mass  extending  np  to  just  below  the 
nmbilicus,  and  from  one  iliac  region  to  the  other.  The  upper  out- 
line v.-as  irregular,  but  rounded  ;  in  the  middle  line  was  felt  a  firm 
round  mass  of  the  shape  of  the  fundus  uteri.  In  each  iliac  region 
there  was  a  large  rounded  projection  bulging  out  towards  the 
anterior  abdominal  wall,  and  fading  off  at  the  sides,  perfectly 
smooth  in  outline,  with  the  exception  of  one  spot  high  up  on  the 
riglit  side,  which  felt  like  a  hard  cord  going  out  from  the  middle 
line.  The  right  side  was  distinctly  harder  than  the  left.  The 
whole  swelling  was  slightly  movable,  and  on  bi-manual  examina- 
tion the  movement  was  felt  to  extend  through  the  whole  of  the 
effusion. 

The  bowels  for  some  days  were  only  moved  by  eneraata,  and 
scybala  came  away;  there  was  no  diarrhoea  after  she  came  in. 
After  a  few  days'  use  of  the  Pulv.  Glycyrrhizai  Co.,  the  action  of  the 
bowels  became  natural.  The  right  treatment  appeared  to  be  of  an 
expectant  character;  hot  fomentations  and  injections  were  used, 
and  a  mixture  containing  potas.  iodid.,  liq.  arsenicalis,  and  potas. 
bromid.  was  administered. 

Two  weeks  after  admission  the  swelling  had  slightly  but 
perceptibly  diminished;  the  rounded  mass  in  the  middle  line  had 
decreased,  so  that  its  u])per  level  was  about  half-way  between  the 
umbilicus  and  pubes,  and  was  considerably  below  the  rest  of  the 
swelling. 

Three  weeks  after  admission  the  upper  limit  of  the  whole 
abdominal  swelling  had  fallen  to  four  fingerbreadths  below  the 
umbilicus.  The  general  shape  was  unaltered.  On  vaginal  exami- 
naticni  the  cervix  was  still  jammed  against  the  sym})liy.sis  pubes, 
but  the  posterior  projection  was  almost  entirely  absent. 

Four  weeks  after  admission  the  swelling  could  only  just  be 
detected  above  the  brim.  The  mesial  mass  was  just  above  the 
pubes,  and  directed  slightly  to  the  left.  On  vaginal  examination 
the  cervix  had  regained  its  normal  position.  A  hard  rounded 
mass  was  still  felt  through  the  posterior  fornix,  but  no  lunger 
projecting  into  it  at  all. 

The  temperature  on  admission  was  lOT  F. ;  on  the  fourth  day 
it  fell  to  normal ;  from  the  sixth  till  the  twenty-second  day  it  vaiied 
between  99"  and  102°  F.  She  left  hospital  on  the  thirty-sixth 
day. 
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This  case  is  but  suggestive  of  Fallopian  tube  gestation  ;  but  the 
symptoms  and  ])]]ysical  signs,  while  undoubtedly  pointing  to 
pelvic  htematocele,  warrant,  I  think,  the  interpretation  of  the 
cause  as  extra-uterine  gestation,  especially  if  tlie  enlargement 
of  the  uterus  be  considered,  and  its  more  rapid  decrease  in  size  as 
compared  with  that  of  the  lateral  swellings. 

Of  the  remaining  two  cases,  both  of  which  were  operated  on,  the 
first  presents  a  history  of  early  rupture  of  a  tubal  gestation  and  of 
subsequent  growth;  of  the  second  no  history  of  such  rupture  was 
forthcoming. 

Case  III. — The  piitient  was  admitted  to  the  Analakbly  Hospital 
in  August  1889,  with  the  statement  that  she  was  seven  months 
pregnant,  and  that  she  suspected  tliat  miscarriage  was  imminent. 
On  examination  the  os  was  found  dilated  to  about  the  size  of  half 
a  crown;  just  within  it  the  cervix  was  hard  and  rough  all  round. 
There  was  no  pain,  and  there  was  no  discharge  of  any  kind. 
The  next  day  a  little  blood  and  a  few  pieces  of  membrane-like 
debris  came  away  from  the  rough  cervix.  No  history  was  given 
of  abnormal  symptoms  during  the  pregnancy ;  nothing  being 
suspected,  no  leading  questions  were  asked.  The  woman  com- 
plained of  constant  pain,  not  severe,  about  the  epigastric  region — 
an  extremely  common  symptom  here  referred  to  as  pain  "at  the 
mouth  of  the  heart."  This  was  relieved  by  stomachic  remedies. 
She  did  not  miscarry,  but  left  hospital  in  September,  before  labour 
was  due,  as  the  hospital  was  then  temporarily  closed. 

In  December  we  saw  her  again  at  the  Norwegian  Mission 
Hospital,  in  consultation.  At  that  time  the  pregnancy  would  be 
advanced  to  twelve  months. 

The  following  history  had  been  elicited,  and  was  given  by  Dr 
Borchgrevink : — Age  over  30  ;  one  child  born  many  years  ago ; 
syphilis  at  17,  some  time  after  the  birth  of  that  child.  Menstrua- 
tion since  then  had  been  normal,  with  the  exception  of  one  slight 
attack  of  dysmenorrhcea.  A  year  ago  she  suffered  from  severe  pain 
in  the  lower  part  of  the  abdomen,  with  rigors.  This  was  relieved 
by  fomentations.  Menses  then  stopped  (about  December  1888j, 
and  she  suffered  from  one  or  two  attacks  of  pain,  and  from  con- 
stipation ;  and  she  also  passed  some  blood  per  vaginam.  One  day 
— she  cannot  remember  when — she  was  taken  suddenly  giddy  and 
faint  while  at  stool,  and  the  abdomen  became  very  tense.  Soon 
after  some  dark  blood  was  passed  per  vaginam.  Constipation 
followed,  and  after  the  passage  of  much  wind  the  abdomen 
appeared  to  decrease  in  size  very  much.  P^nlargement  on  the  right 
side  continued.  At  the  end  of  five  months  she  felt  movements, 
which  she  thought  excessive.  There  were  vomiting  and  epigastric 
})ain.  The  movements  ceased  in  September,  after  she  left  Ana- 
lakely. 

On  examination   the  vagina   appeared   shortened  ;  the  anterior 

N 


98  EXTKA-UTEIUNE   GESTATION,   BY   MR   C.    F.    A.    MOSS. 

and  posterior  and  Y\'j}\t  lateral  foriiices  were  depressed  by  a 
rounded  dougliy  swelling,  evidently  situated  on  the  right.  Tiie  os 
was  slightly  oi)en  and  j-ough.  Per  rectum  the  rounded  nuiss  to  the 
right  was  very  distinct.  The  abdomen  was  considerably  distended 
by  a  movable  object;  in  the  right  iliac  fossa  it  was  I'elt  very  hard, 
as  if  bony;  and  in  the  right  hypochondrium  was  a  small  roundish, 
hard  mass,  evidently  bone,  and  reminding  one  of  a  knee  or  elbow. 
Abdominal  section  was  recommended,  as  the  diagnosis  of  extra- 
uterine gestation  had  been  made,  and  tlie  woman  was  feverish,  thin, 
and  getting  very  low-spirited. 

Dr  Thesen,  who  was  in  charge  of  the  case,  operated.  An 
incision  was  made  in  the  middle  line  from  umbilicus  to  pubes. 
A  perfectly  smooth  cavity  being  opened  into  by  the  incision,  it 
was  concluded  that  the  peritoneum  had  been  reached.  On  each 
side,  however,  quite  near  the  incision,  a  sac  containing  the  gesta- 
tion product  was  found  adherent  to  the  abdominal  wall.  With 
trocar  and  cannula  a  quantity  of  dark  olive-green  fluid  was 
removed  from  the  cyst,  which  was  taken  to  be  the  liquor  amnii. 
The  skin  incision  was  then  enlarged  to  just  above  the  umbilicus, 
and  the  sac  wall  opened.  Tiie  child's  hairy  scalp  was  found 
immediately  under  tlie  incision,  and  the  child  was  removed  and 
the  umbilical  cord  ligatured.  Many  adhesions  attached  the  foetus 
to  the  sac  wall ;  these  were  readily  broken  through,  and  collections 
of  fluid  thus  opened  into.  The  placenta  was  found  adherent  in  the 
lower  part  of  the  sac,  but  was  readily  removed  without  any  lipemor- 
rhage.  From  its  position  it  appears  to  have  been  the  object  felt  to 
the  right  on  vaginal  examination.  The  sac  wns  thick-walled,  and 
appeared  to  have  a  recess  on  each  side.  The  uterus  was  felt 
through  its  wall  anteriorly  in  the  middle  line,  and  slightly  enlarged. 
The  sac  was  washed  out  with  perchloride  of  mercury  solution, 
stitched  up,  and  a  drainage-tube  inserted,  and  the  abdominal 
wound  was  also  stitched  up  as  far  as  the  tube.  Tiie  dressings 
were  iodoform,  oiled  silk,  and  salicylic  wool.  For  four  days  the 
temperature  was  between  101°  and  103°  F.,  but  then  sank  to 
normal.  There  was  a  little  pain  on  the  second  day  from  blocking 
of  the  drainage-tube.  By  the  thirteenth  day  she  was  able  to  sit 
up ;  the  discharge,  however,  continued  copious,  purulent,  and 
occasionally  offensive.  A  sinus  remained  for  some  months,  but 
eventually  healed. 

This  case,  being  apparently  the  first  of  the  kind  operated  on 
here,  occasioned  a  considerable  amount  of  interest. 

It  appears  to  have  been  a  case  of  rupture  into  the  broad  liga- 
ment of  a  pregnancy  in  the  right  Fallopian  tube,  growth  of  fa^tus, 
with  probable  stripping-off  of  the  peritoneum  ;  the  incision  prob- 
ably opened  into  the  mesial  tube  of  peritoneum,  as  described  by 
Hart  and  Carter,  and  suggested  by  Tait.  Thus  the  operation,  if 
performed  laterally,  would  probably  have  been  an  extra-peritoneal 
one. 
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Case  IV. — The  fourtli  case  was  admitted  to  Audlak^ly  Hospital 
on  June  9,  1890,  with  the  statement  tiiat  she  was  in  hibour,  and 
that  the  "  placenta  "  had  come  away,  but  the  child  was  not  yet 
born ! 

She  appeared  a  healthy  woman  of  about  28  years  of  age.  This 
was  her  first  pregnancy,  and  it  had  advanced  to  about  full  time. 
Slie  could  give  no  account  of  abnormal  symptoms  during  her  preg- 
nancy, and  even  leading  questions  failed  to  elicit  anytliing  at  all 
calling  ("or  remark.  She  stated  that  she  went  into  labour  on  the 
6th  instant  (three  days  before  admission),  and  experienced  pain  at 
the  lower  part  of  the  back,  and  in  front  also.  On  the  7th  the 
movements  of  the  child  ceased,  and  about  that  time  there  was 
passed  what  was  thought  to  be  the  placenta.  It  appeared  to  have 
been  membranous,  nearly  the  size  of  the  palm  of  the  hand,  thin  and 
foul,  and  was  evidently  the  decidual  membrane  of  the  uterus. 
There  was  no  other  discharge  of  any  kind. 

On  vaginal  examination  tlie  parts  were  extremely  soft ;  the  cervix 
nteri  did  not  project  at  all  from  tiie  vaginal  roof ;  the  os  was  dilated 
only  so  as  to  admit  the  tip  of  the  middle  finger,  and  immediately 
within  it  a  rough  soft  mass  was  felt  on  the  left  side.  The  smell 
was  very  offensive.  No  evidence  was  obtained  of  any  part  pre- 
senting, or  of  the  foetus  being  inside  the  uterus. 

On  abdominal  examination  the  enlargement  was  found  to  be 
chiefly  from  side  to  side,  and  on  percussion  there  was  dulness  up 
to  the  level  of  the  umbilicus.  It  was  stated  that  there  had  been 
a  decrease  in  the  size  of  the  abdomen  since  the  commencement  of 
labour.  On  palpation  the  parts  of  the  foetus  could  not  be  distinctly 
felt.     Auscultation  revealed  nothing. 

A  tent  was  ordered,  but  by  the  next  day  there  was  no  change  in 
the  dilatation  of  the  cervix  ;  there  was  pain  at  and  below  the 
umbilicus.  The  patient  had  vomited  five  times  ;  pulse  and  tem- 
perature were  now  normal.  The  uterine  sound  was  passed  for 
over  2  inches.  Barnes's  bags  were  then  introduced,  but  caused  no 
appreciable  difference  in  the  dilatation  of  the  cervix.  Further  dis- 
charge had  occurred  of  shreds,  extremely  foul  smelling,  and  among 
these  were  some  translucent  villous-like  bodies  resembling  small 
white  currants.    The  temperature  was  101°  F.,  and  pain  continued. 

The  diagnosis  of  extra-uterine  gestation  was  made,  as  a  result  of 
the  consideration  of  all  these  facts ;  and  on  account  of  the  patient's 
distress  and  of  the  temperature,  it  was  decided  to  operate  the  next 
day.  The  patient  was  meanwhile  taken  to  another  house,  specially 
cleansed  and  prepared. 

On  the  12th,  therefore,  abdominal  section  was  i)erformed  ;  and 
I  have  to  acknowledge  the  kind  assistance  of  Mr  Fenn  in  the 
conduct  of  the  case,  and  of  Dr  Thesen  also  at  the  operation. 

On  examination  under  chloroform,  a  hard,  rounded  mass  was  felt 
in  the  anterior  fornix,  freely  movable,  and  readily  got  between  the 
hands  on  bi-manual  examination.     With  the  finger  in  the  uterus 
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there  was  felt  to  be  a  large  hard  mass  on  tlie  right  and  anteriorly; 
and  the  left  wall  of  the  uterus  inside  was  rough,  the  rest  sniootli, 
Tiie  hladder  was  eniptie<l. 

After  scrupulous  care  in  cleansing,  a  small  exploratory  incision 
was  made  in  the  middle  line  between  the  pubes  and  umbilicup. 
On  nicking  the  peritoneum  a  dark  mass  of  clot  was  seen  inside, 
and  a  small  quantity  of  fluid  of  a  very  dark  colour  escaped.  The 
incision  was  enlarged  above  and  to  the  left  to  the  level  of  the 
umbilicus,  and  below  to  near  the  pubic  symi)hysis.  liunning 
jiarallel  with  the  middle  line,  and  just  a  little  to  the  left,  was  the 
umbilical  cord,  lying  among  the  clots.  Following  it  up,  the 
ftetus  was  felt.  The  head  was  to  the  right  of  the  incision  and  at 
its  upper  limit,  the  veitex  being  directed  towards  the  anterior 
abdominal  wall.  The  body  appeared  curved  first  downwards  and 
then  upwards  to  the  left,  with  its  anterior  surface  directed  anteriorly. 
A  small  part  of  the  omentum  covered  it  in  one  place,  and  on  lifting 
this  aside,  the  body  of  tiie  child  was  removed. 

It  was  a  female  child,  well  iiourished,  and  apparently  only 
recently  dead  ;  the  epidermis  was  beginning  to  peel  off.  Crossing 
at  about  the  middle  of  the  incision,  and  below  the  child's  body, 
was  seen  a  coil  of  large  bowel  passing  transversely  and  close  to  the 
surface,  the  umbilical  cord  intervening  between  it  and  the  anterior 
abdominal  wall. 

After  the  removal  of  the  child  the  fingers  were  carried  along  the 
cord  to  the  placenta,  which  was  found  stretching  from  side  to  side 
at  the  lower  part  of  the  abdomen,  and  immediately  in  contact  with 
the  anterior  abdominal  wall.  Its  upper  edge  was  nearly  midway 
between  the  pubes  and  umbilicus.  The  cord  was  attached  on  its 
anterior  surface.  At  each  side  the  placenta  was  firmly  attached, 
specially  on  the  left.  The  middle  part  was  free,  with  the  exception 
of  its  lower  edge,  which  was  connected  by  a  thin  membrane  with 
the  parts  immediately  below  it,  so  that  on  introducing  one  finger 
in  front  of  and  one  behind  the  placenta,  they  were  only  separated 
by  this  thin  membrane.  The  uterus  and  broad  ligaments  lay  pos- 
terior to  the  placenta  and  unattached  to  it,  except  possibly  where 
tlie  infiindibuliform  ligament  and  pelvic  peritoneum  coalesce. 

The  question  as  to  whether  the  child  was  entirely  free  or  en- 
closed in  a  sac  naturally  interested  us  ;  no  sac  was  discerned,  and 
the  appearances  of  parts  at  the  operation,  viz.,  the  omentum  over 
a  part  of  the  child,  the  large  bowel  immediately  below  it  and  in 
intimate  connexion  with  the  child,  and  the  situation  of  the  placenta 
just  over  the  uterus,  seemed  to  us  strongly  to  point  to  its  being 
free. 

Far  out  in  the  right  broad  ligament  there  were  felt  three 
rounded  masses  about  the  size  of  a  mandarin  orange,  and  hard ;  a 
little  blood  was  withdrawn  from  these  by  the  hypodermic  needle, 
A  good  deal  of  dark  fluid  was  removed  from  the  pelvis  with 
sponges,  but  no  bleeding    point    appeared    anywhere.      Xo  fluid 
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resembling  liquor  ainnii  was  seen  ;  there  was  only  the  dark  ihiid 
like  blood. 

The  upper  part  of  the  incision  was  tlien  closed  and  the  cavity 
drained  by  two  drainacje-tubes  at  its  lower  limit.  Iodoform  was 
dusted  on,  and  the  dressings  were  oil-silk,  salicylic  wool,  and  gauze 
bandage.  In  the  evening  the  vagina  was  plugged  with  antiseptic 
tow.  The  temperature  was  102°-2  ¥.,  and  the  general  condition 
fair.     The  bowels,  however,  had  been  moved. 

Next  day  CiSth)  one  drainage-tube  was  removed,  and  the  wound 
further  stitched  up  under  chloroform.  Also  the  rough  memljrane 
felt  in  the  uterus  was  removed  with  the  tinger,  and  the  surface  was 
cleansed  with  pure  carbolic  acid  introduced  on  the  dressed  wound. 
The  patient  had  had  a  restless  night  in  spite  of  a  sleeping  draught, 
and  the  breath  that  morning  was  noticed  to  be  very  foul,  the  teeth 
and  lips  dry,  and  the  conjunctivae  ratiier  yellow.  Pulse,  132 ; 
respirations,  32;  temperature,  100°'8  F.  There  was  a  little 
improvement  during  the  day,  and  a  good  deal  of  dark  blood  oozed 
from  the  wound  on  the  14:th,  but  there  was  no  offensive  smell. 

On  the  15th  she  was  listless,  unconscious  at  times,  and  the 
urine  was  occasionally  passed  involuntarily.  Pulse,  120 ;  respira- 
tions, 17  ;  temperature  between  9y°'4  and  100°'4. 

16th. — She  was  unconscious,  passed  everything  involuntarily,  and 
although  the  upper  part  of  the  wound  looked  well,  there  was  a 
putrid  odour  from  the  lower  part.  Pulse,  114;  respirations,  24; 
temperature  sank  to  97^'8. 

17th. — The  condition  being  unchanged,  it  was  decided  to 
endeavour  to  remove  the  placenta,  which  was  done  by  undoing 
one  or  two  stitches,  and  by  gentle  traction  on  the  placenta.  It 
was  extremely  foetid.  There  was  then  seen  a  cavity  bounded 
above  by  the  bowel  previously  mentioned,  and  apparently  quite 
cut  off  from  the  rest  of  the  peritoneal  cavity.  It  was  fret'ly 
washed  out,  and  all  the  shreds  of  adlierent  placenta  removed.  The 
edges  of  the  lower  part  of  the  incision  were  freshened  and  partly 
stitched  up,  and  the  cavity  was  stuffed  with  iodoform  gauze.  That 
afternoon  she  seemed  better  and  more  comfortable ;  the  appetite 
was  still  good ;  hiccough,  which  had  been  present  in  the  morning, 
disappeared,  but  the  unconsciousness  continued. 

18th. — The  wound  was  found  perfectly  odourless,  but  the  patient 
had  developed  pneumonia,  and  the  temperature  had  risen  to 
101°'6  F.  In  spite  of  appropriate  treatment  she  sank,  and  died 
during  the  morning  of  that  day. 

I  have  related  as  fully  as  possible  the  details  of  this  case,  in 
spite  of  the  knowledge  that  much  of  the  treatment  is  open  to 
criticism,  for  it  appears  to  me  to  present  points  of  considerable 
interest. 

All  danger  in  the  operation  might  possibly  have  been  avoideil  if 
we  iiad  waited  the  usual  term  of  several  weeks  before  performing 
the  abdominal  section,  and  contented  ourselves  at  the  time  with 
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merely  clearinijf  out  tlie  foul  membrane  from  the  uterus,  and  treat- 
ing the  vai'ious  symptoms  as  they  arose. 

In  attempting  to  arrive  at  an  explanation  of  the  case,  one  is  met 
at  the  outset  by  the  want  of  any  history  that  couhl  possibly  point 
to  the  rupture  of  a  Fallopian  tube  gestation.  Symi)toms  may,  for 
all  that,  have  been  present,  but  put  down  to  a  ti'ansient  cause  and 
sunmuirily  forgotten,  or  else  considered  as  too  unimportant  to 
mention. 

From  the  observations  made  at  the  time  of  operation  we  should 
liave  had  no  difficulty  in  diagnosing  the  situation  of  the  foetus  as 
intra-peritoneal  and  free  among  the  abdominal  viscera,  were  it  not 
for  the  possibility  of  there  being  a  very  thin-walled  cyst  adherent 
to  those  viscera  and  escaping  our  observation.  As  before  mentioned, 
the  appearance  of  the  omentum,  bowel,  uterus,  and  broad  ligaments, 
and  the  position  of  the  foetus  and  placenta  apparently  in  one  cavity 
with  them,  would  point  to  the  foetus  being  free  and  not  enclosed  in 
a  sac.  There  was  also  nothing  seen  to  lead  to  the  conclusion  that 
a  secondary  rupture  had  occurred  into  the  peritoneal  cavity,  unless 
the  presence  of  blood  and  clot  were  sufficient  to  prove  this. 

The  presence  of  a  possible  sac  receives  some  weight,  however, 
from  the  condition  seen  at  the  operation  for  removing  the  placenta, 
when  the  cavity  in  which  foetus  and  placenta  had  been  seemed 
separate  from  the  rest  of  the  peritoneal  cavity ;  no  other  part  of 
the  bowel  than  the  transverse  portion  alluded  to  was  seen  at  all, 
and  none  protruded  into  this  cavity.  Again,  the  thin  membrane 
felt  below  the  placenta  may  have  been  continued,  one  layer  pass- 
ing up  the  anterior  abdominal  wall  on  to  the  transverse  bowel,  and 
from  that  posteriorly  to  join  another  layer  which  might  be  supposed 
Ko  pass  backwards,  cover  the  uterus  and  broad  ligaments,  and  pass 
Up  the  posterior  wall  of  the  abdomen. 

'''Vithout  tiie  possibility  of  a  post-mortem  examination,  and  of 
the  making  of  careful  sections,  it  is  difficult  to  arrive  at  any 
definite  conclusion  with  regard  to  the  exact  relations  and  the 
history  of  this  case. 


I. 
The  President  said — on  the  motion  of  Dr  J.  W.  Ballantyne 
being  carriisd,  "That  a  vote  of  thanks  be  sent  to  Dr  Moss" 
— that  he  w'ould  gladly  convey  to  Dr  Moss  the  thanks  of  the 
Society  for  >his  interesting  communication.  He  thought  the 
second  case,  i\n  which  the  foetus  was  found  in  the  abdominal 
cavity,  was  simf  lar  to  one  described  by  Dr  Webster  in  his  Thesis 
on  Ectopic  Gestai^ion,  and  which  he  describes  as  tubo-peritoneal. 
He  did  not  agree  vi^itli  J)v  Moss  that  there  would  have  been  any 
advantage  in  delay.'ing  operation,  but  thought  that  the  placenta 
should  have  been  rei^'noved  at  the  operation. 

VII.  Prof.  Simpson^  communicated  the  following  paper  by  Dr 
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Glanville  Morris  on  notes  on  a  case  of  labour  with  exomphalos 

OF  THE  FCETUS  : — 

Mrs  H.,  aged  30,  ii.-para,  residing  at  Tymelyn  Hotel,  Llanelly, 
was  confined  on  S3ptenil)er  13,  1893.  Wife  of  an  hotel  proprietor. 
Married  twice:   first  in  February  1890,  and  again  in  January  1893. 

General  History. — Previous  health  :  she  has  always  been  liealthy 
and  robust.  Family  health  :  her  father  is  alive  and  well.  Mother 
died  after  confineineiit.  Slie  has  had  four  sisters,  one  of  whom  died 
of  childbirth.  There  was  nothing  abnormal  in  the  case  of  mother 
and  sister. 

Sexual  History. — Menstruation  b'^gan  at  the  age  of  16 ;  was  of 
the  twenty-eight  day  type;  duration,  three  to  five  days;  quantity 
moderate.  Date  of  last  menstruation,  February  13th  to  17ili. 
Stirrage  was  felt  up  to  a  day  or  so  of  her  confinement. 

Previous  Obstetric  History. — Pregnancy,  one;  this  occurred  in 
1890.  Labour  was  easy,  lasting  about  six  or  eight  hours  ;  only 
child  was  born  alive  and  healihy,  but  died  of  convulsions  six  months 
later.     She  has  had  no  abortions. 

Complications  of  Prey  nancy. — She  was  subject  to  severe  head- 
aches, and  intense  neuralgia  from  time  to  time.  A  bloody  dis- 
charge occurred  at  intervals  from  the  vagina,  bearing  relation  to 
excitement,  fright,  or  violence  during  the  ten  days  precednig  her 
confinement.  On  the  31st  of  August  she  was  frightened  by  some 
cattle;  she  jumped  on  a  railing,  and  in  four  days  after  this  she 
noticed  a  bloody  discharge,  which,  however,  was  slight.  Another 
day  slie  was  standing  on  a  chair  hanging  up  a  ])icture.  The  chair 
gave  way,  and  she  fell  ;  haemorrhage  came  on  again,  but  more  fully 
than  before.  On  other  occasions  bleeding  would  come  on  after 
some  excitements,  particularly  on  one  occasion  while  she  was 
serving  at  the  bar.  Sometimes  the  haemorrhage  would  come  on 
without  any  apparent  cause. 

Labour  on  September  loth,  1893. — Pains  came  on  about  twelve 
midnight.  They  were  true  in  character,  but  recurring  at  lono^ 
intervals,  until  about  four  o'clock,  when  they  became  severe  and 
frequent.  At  this  hour  the  midwife  was  sent  for,  who,  on  making 
a  vaginal  examination,  ruptured  the  membranes,  and  felt  a  small 
loop  which  she  thought  was  the  umbilical  cord. 

At  8  A.M.,  finding  her  patient  had  made  no  progress,  in  spite  of 
the  pains  being  moderately  severe  and  recurring  at  frequent 
intervals,  she  sent  for  me.  On  my  arrival,  fifteen  minutes  later,  I 
made  a  vaginal  examination  and  felt  a  loop,  which  I  recognised  as 
being  altogether  different  to  the  feeling  of  a  normcd  umbilical  cord, 
but  treating  it  as  such  I  pushed  it  back.  On  further  examination 
1  found  the  os  uteri  was  dilated  to  the  size  of  a  crown  piece,  and 
was  occupied  by  a  firm  resisting  body  (the  foetal  liver),  with  the 
loop  (the  bowel)  on  one  side  of  it.  Every  pain  was  accompanied 
by  a  discharge  of  blood  from  the  vagina,  so  I  naturally  concluded 
it  was  a  case  of  placenta  previa,  tlmugh  I  tailed  to  recognise  the 
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cliaracteiistic  feeling  described  on  vaginal  examination  in  such 
cases. 

The  abdominal  walls  were  so  thick  that  I  was  unable  to  learn 
anything-  on  palpation  regarding  tiie  j)osition  of  I'oetal  parts,  neither 
could  I  liear  the  loetal  heart  on  auscultation. 

Anticipating  the  dangers  of"  placenta  ])ra3via,  I  explained  to  the 
husband  that  the  case  was  abnormal,  and  advised  hiui  to  call  in 
another  medical  man,     Dr  Evans  was  sent  for  at  9  a.m. 

After  a  very  careful  examination  he  agreed  with  me  in  my 
diagnosis,  allowing  that  there  might  be  some  abnormal  pathological 
condition  associated  with  it. 

The  general  condition  of  our  patient  was  favourable.  Pier  pulse 
was  good ;  no  signs  of  exhaustion ;  and  there  was  hardly  any 
hajmorrhage  by  this  time,  so  we  decided  not  to  interfere  for  an  hour 
or  so. 

In  the  meantime,  being  afraid  of  the  onset  of  a  sudden  and 
alarming  haimorrhage,  I  remained  in  charge  of  my  patient,  while 
Dr  Evans  left,  returning  at  10.30  with  his  obstetric  bag. 

After  9  o'clock  the  pains  recurred  only  a  few  times,  and  were 
very  slight. 

Mode  of  Delivery. — The  patient  having  been  anaesthetized  (chloro- 
form was  administered),  the  process  of  detaching  the  supposed 
placenta  was  proceeded  with,  when  it  was  found  that  the  niass  was 
adherent  above  to  the  body  of  the  child.  This  being  the  case,  it 
Avas  thought  advisable  to  lay  hold  of  one  of  the  lower  limbs,  and 
traction  being  brought  to  bear  upon  it,  no  difficulty  was  experienced 
in  the  delivery.  The  child  was  premature  (eight  montlis),  and  still- 
born, and  its  peculiar  appearance  caused  us  great  astonishment.  The 
placenta  was  easily  expressed  by  Credo's  method.  The  uterus  con- 
tracted firmly,  and  the  hgemorrhage  was  very  moderate.  I  may  also 
mention  that  the  liquor  amnii  was  small  in  quantity.  I  washed 
out  the  uterus,  and  ordered  the  nurse  to  use  the  vaginal  douche  with 
Condy's  fluid  three  times  a  day  for  the  first  four  days.  I  took  her 
pulse  and  temperature  twice  daily,  and  the  puerperal  chart  was 
that  of  a  typically  normal  case. 

The  Attitude  of  the  Fcetus. — The  foetus  maintains  permanently 
the  habit  which  it  had  acquired  in  utero.  The  body  of  the  foetus 
is  bent  backwards,  so  thai  a  normal  ventral  incurvature  is  replaced 
by  a  dorsal  one,  or,  more  correctly,  a  dorso-lateral  one,  as  there  is  a 
twist  in  the  spinal  column  in  such  a  way  that  the  right  hip  is 
nearly  in  apposition  with  the  posterior  border  of  the  left  scapula. 
The  legs  probably  cross  each  other ;  the  left  limb  (leg  and  foot)  is 
much  smaller  than  the  right,  which  may  be  due  to  tlie  pressure  of 
the  latter  upon  it  (between  it  and  the  head).  The  forearms  are 
flexed  on  the  arms,  and  the  hands  are  thrown  back  on  each  side  of 
the  head  (the  right  more  than  the  left),  so  that  really  the  hands 
and  feet  are  in  close  relation  behind  tiie  occiput,  the  head  being  in 
the  extended  position. 
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Presentation. — Tliis  was  peculiar,  on  account  of  the  malformation. 
The  extended  head  being  the  broad  part  of  the  fretal  ovoid,  fitted 
into  the  broad  upper  part  of  the  uterine  ovoid.  The  soft  projecting 
ventral  mass  being  the  narrower  part,  adapted  itself  to  the  lower 
part  of  the  uterus,  and  therefore  came  first  to  present  during  labour. 

Diagnosis. — The  history  of  haemorrhage  and  escape  of  blood 
with  the  pains,  together  with  the  feeling  of  the  firm  resisting  m;»ss 
occluding  the  os,  made  us  think  it  was  a  casi  of  placenta  praivia. 
Tiie  presenting  mass  was  so  big  that  it  was  impossible  to  get  our 
fingers  beyond  it  so  as  to  correct  our  diagnosis. 

During  delivery,  the  small  intestines,  having  made  their  appear- 
ance as  soon  as  the  foot  or  lower  extremity  was  outside  the  vagina, 
might  easily  be  mistaken  for  a  ruptured  uterus. 

Tiie  child  was  probably  alive  up  to  the  day  she  was  confined, 
and  the  cause  of  its  death  was  (possibly)  pressure  on  the  abdominal 
organs  and  circulation  during  the  labour  and  delivery. 

The  placenta  became  detached  in  the  process  of  delivery. 

Tlie  entire  front  of  the  abdominal  wall  is  wanting  from  the 
thorax  to  the  floor  of  the  pelvis,  so  that  the  liver,  stomach,  and 
intestine,  covered  with  their  respective  layer  of  peritoneum,  are 
exposed.  Is  this  brought  about  by  an  arrest  in  the  development  of 
the  foetus,  or  may  it  be  due  to  an  early  morbid  inflammatory 
process  of  a  portion  of  the  visceral  surface  of  placenta?  There  is 
no  anal  orifice. 

VIII.  Dr  J.  W.  Ballantyne  communicated  the  following  paper  by 
Dr  D.  D.  Jennings,  New  York,  on  thk  operative  treatment  of 

CRANIAL  DEPRESSIONS  IN  THE  NEW-BORN  INFANT: — 

On  the  26th  day  of  February  1893  I  was  called  to  see  a  child 
who  had  just  been  delivered  by  forceps.  The  left  frontal  bone  was 
markedly  depressed,  presenting  a  concavity  instead  of  the  usual 
convexity.  The  deformity  was  so  extreme  that  the  father  wished 
something  to  be  done,  at  once,  fur  its  relief ;  but,  in  the  absence  of 
symptoms,  I  ordered  delay,  to  give  Nature  a  chance.  Forty  hours 
after  birth,  the  head  having  assumed  its  normal  outline,  with  no 
improvement  in  the  depression,  I  operated,  after  unsuccessfully 
trying  pneumatic  suction,  which  has  been  successful  in  older 
children.  The  head  having  been  made  aseptic,  a  V-shaped  incision 
was  made  over  the  centre  of  the  depression ;  the  periosteum  was 
incised  and  stripped  back  sufficiently  to  apply  the  trephine.  A 
button  of  considerable  thickness  was  removed,  the  surrounding 
bone  raised  with  an  elevator,  the  button  of  bone  returned,  the 
wound  closed  with  catgut  sutures,  and  an  antiseptic  dressing  laid 
on  the  head.  The  baby  was  soon  quietly  nursing  at  the  mother's 
breast.  The  operation  was  simple,  was  done  without  an  anassthetic, 
and  without  shock  ;  it  was  not  necessary  to  tie  a  vessel ;  and  the 
child  nursed  and  slept  well,  and  made  an  uneventful  recovery. 

Heretofore  these  cases  have  always  been  left  alone,  even  when 

o 
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symptoms  were  present,  trusting  to  iutra-cranial  pressure  and  tlie 
resiliency  of  the  bone  to  overcome  the  ilet'onnity ;  but  these  cases 
do  not  always  come  right  of  themselves. 

[Boissard  {Notes  et  observations  diniques,  Paris,  1892)  records  a 
somewhat  similar  case,  in  wliich  a  cranial  depression  with  fracture 
of  the  vault  was  remedied  by  the  use  of  the  elevator.  Tlie  whole 
subject  of  cranial  depressions  and  fractures  in  the  new-born  is 
fully  discussed  in  Leli^vre's  work,  entitled  Des  Enforcements  et  cles 
Fractures  du  Crane  chcz  le  Foetus,  published,  with  a  good  biblio- 
graphy, in  1802.— J.  W.  B.] 

Dr  J.  W.  Ballantijne  thought  that  Dr  Jennings  was  justified  in 
the  treatment  he  had  adopted.  He  (Dr  Ballantyne)  had  recently 
dissected  several  still-born  infants  with  cranial  depressions,  and 
had  found  meningeal  haemorrhage  under  the  site  of  the  depression. 


Meeting  V.— March  14,  1894. 
Dr  A.  H.  Freeland  Barbour,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  elected  Ordinary  Fellows  of 
the  Society : — J.  L.  Thomson,  M.B.,  CM.,  Australasian  Club ; 
George  S.  S.  Hirst,  M.B.,  S.  Hylton,  Sunderland  ;  John  Stevens, 
M.D.,  3  Shandou  Crescent,  K  Merchiston  ;  C.  I.  Bodon,  M.D. 
(Buda-Pesth),  19  Rutland  Square. 

II.  Dr  J.    W.  Ballantyne  exhibited,  for  Dr  C.  B.  Ker  (Crieff),  a 

FCETUS     WITH      EXOMPHALOS     AND     A    LARGE    SACRAL   MENINGOCELE. 

The  feet  were  also  clubbed,  the  anus  was  imperforate,  and  the  sex 
was  not  evident  on  external  examination.  The  history  of  the  case 
was  as  follows: — The  mother,  28  years  old,  5  ft.  in  height,  was 
married  nine  years  ago,  and  had  had  three  previous  confinements, 
of  which  the  first  was  instrumental,  and  the  last  took  place  four- 
teen months  ago.  She  has  had  no  miscarriages,  and  although  she 
has  never  been  very  strong,  she  has  had  no  serious  illness.  She  is 
in  fairly  good  circumstances.  During  the  present  pregnancy  (her 
fourth)  she  had  no  shock  or  worry ;  she  last  menstruated  on 
July  10th,  1893,  and  was  delivered  on  February  15th,  1894  (7th 
month).  She  suffered  great  pain  in  the  back  during  the  whole 
pregnancy,  but  worse  during  the  last  seven  weeks.  She  has  also 
had  pain  in  the  left  iliac  fossa,  unlike  anything  she  has  ever  had 
before  in  any  of  her  pregnancies.  At  the  beginning  of  February  Dr 
Ker  was  sent  for,  as  slie  had  some  red  discharge ;  there  was  no 
opening  up  of  cervix,  and  she  was  ordered  to  rest.  A  fortnight 
later  (Feb.  15th),  labour  pains  began  at  8  A.nl,  and  at  1  p.nl  the  os 
was  the  size  of  a  shilling.  At  3  p.m.  the  os  was  larger,  and  the 
head  was  found  presenting  L.O.xV..     The  patient  was  very  faint, 
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complaining  of  a  "tearing  pain"  in  the  right  iliac  fossa,  and  liad 
to  go  to  Led.  At  6  p.m.  the  os  was  three  parts  dilated,  and  tlie 
discharge  contained  nmch  more  blood  than  usual,  but  the  placenta 
was  not  felt.  Dr  Ker  luptured  the  membranes  soon  afterwards, 
and  the  head  at  once  came  down  to  the  perineum.  There  was  no 
excess  of  liquor  amnii.  The  head,  although  small,  refused  to  come 
forward,  and  although  the  pains  were  strong  and  the  perineum 
Cjuite  soft,  remained  in  the  same  place  for  thiee-quarters  of  an 
liour,  when  forceps  were  applied,  and  it  was  easily  delivered.  The 
shoulders,  however,  remained,  and  some  force  had  to  be  used  in 
the  delivery  of  them,  a  considerable  placental  hairnorrhage  taking 
place,  which  was  explained  by  the  fact  that  placenta  and  infant 
came  away  together.  The  foetus  gave  two  or  three  gasps,  but  no 
cry,  and  the  heart  beat  for  fifteen  minutes.  The  patient  made  a 
good  recovery.  Dr  Ker  had  handed  the  specimen  to  Dr  Ballan- 
tyne  for  examination,  and  he  would  report  on  it  at  a  subsequent 
meeting  of  the  Society.  The  father  was  crippled  with  sciatica, 
was  35  years  old,  and  was  alcoholic. 

HI.  Dr  J.  W.  Ballantync  exhibited, — {a.)  The  fkozen  section 

OF    THE     PELVIS     OF     A     FEMALE     MONKEY     {McicaCUS    vheSUs).      The 

specimen  had  been  kindly  given  him  by  Dr  E.  Coleman  Moore  in 
the  early  part  of  January,  the  animal  having  succumbed  to  the 
inclemency  of  the  weather  at  that  time.  It  weighed  1835  grammes, 
and  measured  in  length  from  head  to  end  of  tail  50  cms.,  and  from 
head  to  perineum  36  cms.  (about  14^  inches).  It  was  evidently  a 
young  female,  with  the  general  characters  of  the  Macacus  rhesus. 
It  was  frozen,  and  a  mesial  sagittal  section  made  of  the  trunk,  in 
order  to  afford  a  means  of  comparison  with  the  section  of  a  preg- 
nant Macacus  described  to  the  Society  by  Drs  Hart  and  Gulland 
in  January  1893.  Attention  need  only  be  directed  to  the  pelvis, 
fortunately,  the  section  had  in  this  region  closely  followed  the 
middle  line,  only  in  the  region  of  the  urethra  the  cut  was  a  little 
to  the  right  of  the  middle  line.  The  three  canals — urethral,  vaginal, 
and  rectal — were  practically  parallel  with  each  other  and  with  the 
axis  of  the  pelvis  ;  but  just  at  its  lower  end  the  rectum  turned 
sharply  backwards.  The  vagina  measured  4  cms.  in  length,  and 
the  urethra  3  cms.  The  bladder  was  distended  with  urine,  and 
had  a  quadrilateral  shape  ;  its  vertical  diameter  was  3'5  cms.,  and 
its  antero-posterior  1"3  cm.  The  uterus  had  a  vertical  diameter  of 
2  cms.  ;  its  walls  were  very  thin,  so  that  its  antero-posterior 
diameter  was  only  25  mms.  It  had  neither  ante-  nor  retroversion  ; 
it  was  nearly  parallel  to  the  axis  of  the  pelvic  inlet,  but  its  upper 
part  was  directed  somewhat  l)ackwards,  probably  on  account  of  the 
distention  of  the  bladder.  The  ovary,  which  measured  1  cm.  in 
length,  lay  immediately  above  the  level  of  the  uterus,  and  had  a 
vertical  direction.  The  Fallopian  tube  also  ran  vertically.  Behind 
the   uterus   the  rectum   formed  a  distended,  nearly  straight  tube. 
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From   anal   aperture  to   the  opening  of  the  vagina  measured  27 
cms. 

(b.)  A  FCETUS  WITH  SO-CALLED  CAUDAL  APPENDAGE  AND  OTHER 
DKEOKMITIES,  which  had  been  kindly  handed  to  him  for  examina- 
tion by  Dr  C  A.  Butcliart.  The  mother  was  a  multipara  ;  l)ut 
there  was  no  history  of  any  abnormalities  in  her  previous  labours. 
Slie  and  her  husband  were  both  alcoholic.  The  foetus,  a  female, 
weighed  1500  grammes,  and  had  a  total  length  of  38  cms.,  and  a 
breadth,  with  the  arms  outstretched,  of  41  cms.  The  length  from 
vertex  to  perineum  was  24  cms.  The  circumference  of  the  head 
in  the  plan.e  of  the  ears  and  moutli  was  28  cms.,  that  of  the 
shoulders  was  31  cms.,  and  that  of  the  trunk  below  the  axill?e  was 
27  cms.  'J'lie  length  of  the  arm  was  16'5  cn)s.,  and  of  the  leg 
14  cms.  The  cranial  vault  was  closed  at  the  back,  and  also  above, 
except  in  an  area  immediately  behind  and  above  the  eyes.  The 
spinal  canal  was  also  closed,  save  in  the  lumbar  region,  where  the 
spine  was  seen  with  a  marked  twist  to  the  right  side.  Imme- 
diately below  the  spina  bifida  was  a  caudal  api)endage  4  cms.  in 
length  and  7  cms.  in  circumference,  with  a  small  papule  at  its  lower 
end.  It  was  covered  with  skin,  and  seemed  to  consist  only  of 
subcutaneous  tissue  and  fat.  The  legs  were  fixed  in  an  extended 
position,  and  the  feet  were  clubbed.  Frozen  sections  were  made 
of  the  specimen. 

(c.)  A  LARGE  STILL-BORN  INFANT  WITH  INTKA-CRANIAL  HEMOR- 
RHAGES, which  Dr  A.  T.  Sloan  had  sent  to  him  to  discover  the  cause 
of  the  still-birth.  The  mother  was  an  viii.-para,  who  in  all  her 
previous  confinements  had  given  birth  to  living  infants.  Tlie  pre- 
sent labour  was  an  easy  forceps  case,  instruments  being  needed  on 
account  of  the  head  lying  too  far  forward  and  not  coming  down 
well.  No  force  was  needed,  as  the  pains  were  strong.  When  the 
head  was  born  the  cord  was  seen  to  be  coiled  once  very  tightly 
round  the  neck ;  but  as  the  shoulders  were  expelled  not  three 
minutes  after  the  head,  the  cord,  of  course,  at  once  slackened.  The 
l)lacenta  appeared  normal.  Tlie  infant,  a  female,  weighed  3638 
grammes ;  the  total  length  was  51  cms. ;  from  vertex  to  umbilicus 
was  26  cms.,  and  to  symphysis  pubis  32  cms. ;  whilst  from  umbilicus 
to  heel  was  25  cms.  The  head  circumferences  were : — In  O.M. 
plane  =  39  cms.  ;  in  O.F.  =  35  cms. ;  in  S.O.B.  =  33*5  cms. 
Thei  head  diameters  were: — O.M.  =  15  cms.;  O.F.  =  12  cms.  ; 
S.O.B.  =  10-5  cms. ;  Bi-P.  =  12  cms. ;  and  Bi-T.  =  10  cms.  The 
circumference  of  the  shoulders  was  39  cms.  ;  of  the  trunk  under 
the  axillae,  33  cms.  ;  at  the  level  of  the  eusiform  cartilage, 
33'5  cms. ;  and  at  that  of  the  umbilicus,  31  cms.  The  thigh 
measured  16'5  cms.  in  circumference,  and  the  upper  arm  11  cms. 
The  head  was  abnormally  well  ossified,  for  the  anterior  fontanelle 
measured  only  1'5  cm.  antero-posteriorly  by  1  cm.  transversely, 
and  there  was  no  posterior  fontanelle  at  all.  The  left  parietal 
over-rode  the  right  parietal,  and  the  latter  was  also  overlapped  by 
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the  riglit  half  of  the  frontal  bone.  There  was  a  small  bruise  on 
the  left  half  of  the  frontal  near  the  anterior  fontanelle  (forceps 
mark  ?),  and  on  the  right  half  of  the  frontal  was  a  spoon-shaped 
depression  in  front  of  and  slightly  above  the  right  ear.  Blood  was 
issuing  from  the  nose.  Under  the  spoon-shaped  depression  was  a 
meningeal  heemorrhage  over  the  right  frontal  lobe,  and  tiiere  was  a 
considerable  quantity  of  blood  at  the  base  of  the  brain  surroundiu"- 
the  medulla  oblongata.  These  haemorrhages  were  doubtless  the 
cause  of  tlie  still-birth. 

{(l.)    A    LAKGE    PLACENTA    FROM    A    CASE    OF     HYDRAMNIOS,     which 

had  been  given  to  him  by  Dr  Graham  of  the  Cowgate  Dispensary. 
Tiie  placenta  weighed  68"3  granmies,  measured  24  cms.  by  18  cms., 
and  had  a  maxinnim  thickness  of  4'5  cms.  Tlie  cord  was  40  cms. 
in  length  and  markedly  thick.  Tlie  patient  from  whom  the 
specimen  came  was  a  iv.-para.  Her  first  two  confinements  were 
at  the  full  term,  her  third  at  six  and  a  half  months,  and  the  pre- 
sent (her  fourth)  at  seven  and  a  half  months.  In  this  labour  there 
was  considerably  more  than  two  quarts  of  liquor  amnii,  and  not- 
withstanding the  large  size  of  the  placenta,  the  infant,  a  male,  was 
small,  and  died  in  twelve  hours.  Unfortunately,  no  autopsy  was 
permitted.  The  case  illustrated  the  fact  that  occasionally 
hydramuios  is  associated  with,  and  perhaps  caused  by,  hyper- 
trophy of  the  placenta.  The  placenta  itself  had  apparently  a 
normal  structure. 

(C.)    A    FCETUS    WITH    ANENCEPHALUS    AND     SPINA-BIFIDA     IN    TIIE 

CERVICAL  REGION,  which  had  been  given  him  by  Dr  D.  Berry  Hart, 
and  of  vvhicii  frozen  sections  had  been  made.  It  was  a  female, 
weighed  1240  grammes,  and  had  a  total  length  of  21  cms.,  and  a 
circumference  round  the  shoulders  of  Sl'o  cms.  It  showed  the 
usual  anencephalic  deformity. 

All  these  specimens  were  examined  in  the  Eoyal  College  of 
Physicians'  Laboratory. 

IV.  Prof.  Simpson  showed  a  cystic  tumour  of  the  left  ovary, 
pedunculated  and  twisted  to  the  right.  It  had  extensive  adhesions 
to  the  omentum.  Tiie  contents  were  brown  viscid  fluid  and  some 
degenerated  tissue,  remains  of  septa  between  the  original  cysts. 
The  wall  was  thick  and  soft.  There  were  two  nodules  on  the 
Fallopian  tube,  somewhat  suggestive  of  malignant  tendency.  This 
specimen  was  removed  from  a  woman  aged  29,  who  three  months 
ago  was  safely  delivered  of  her  sixth  child.  She  was  specially 
"  large  "  during  pregnancy,  and  has  since  remained  so,  the  tumour 
reaching  to  within  1^  inches  from  the  ensiform.  The  vagina  and 
cervix  were  noted  p. v.  to  have  assumed  the  senile  type,  and  at  the 
operation  the  uterus  was  seen  to  be  much  atrophied.  The  right 
ovary  was  healthy. 
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V.  THE  ELECTRICAL  TREATMENT  OF  UTERINE  FIBROIDS 
AND  SUBINVOLUTION. 

By  F.  W.  N.  Haultain,  M.D.,  F.RC.P.  Ed.,  Lecturer  on  Midwifery,  etc., 
Edinburgh  School  of  Medicine. 

Now  that  tlie  electromania,  so  acute  among  some  gynaecologists, 
lias  abated,  and  that  its  more  rabid  opponents  have  temporarily 
ceased  from  troubling,  it  is,  I  trust,  possible  to  bring  forward  a 
practical  and  unprejudiced  statement  of  some  of  the  effects  of  the 
constant  current  in  uterine  disease,  and  view  them  in  an  unbiassed 
manner. 

For  this  purpose  I  have  collected  a  series  of  thirty  cases  treated 
by  myself  within  the  last  three  years,  on  which  I  have  made 
accurate  and  careful  observation  before,  during,  and  after  treatment. 
These,  I  should  add,  have  not  been  selected,  but  represent  the 
entire  number  upon  which  this  form  of  treatment  has  been  adopted 
by  me  during  this  time. 

To  view  the  results  as  practically  and  succinctly  as  possible,  I 
propose  to  consider  the  subject  in  the  following  manner  : — 1st, 
Tlie  pathological  conditions  for  which  the  treatment  was  adopted ; 
2nd,  The  niethod  of  treatment ;  Srd,  The  effects  of  the  treatment; 
4:th,  The  probable  mode  of  action. 

1.  The  Pathological  Conditions  for  ivhich  the  Treatment  was 
adopted. — These,  as  the  name  of  the  paper  implies,  were  entirely 
confined  to  disease  of  the  uterus  itself,  and  were  marked  by 
enlargement  of  the  uterine  cavity.  Twenty-two  were  associated 
with  neoplasms  in  the  walls,  and  eight  with  a  chronic  inflam- 
matory state  of  the  mucosa, — in  other  words,  cases  of  fibromyomata, 
and  subinvolution  with  endometritis. 

In  all  of  the  former  and  most  of  the  latter  the  characteristic 
symptom  was  hsemorrhage,  either  menorrhagic  or  metrorrhagic,  and 
of  such  severity  as  to  give  rise  to  anaemia  of  a  marked  character. 
Associated  with  the  bleeding  there  was,  with  the  endometritic 
cases,  the  other  well-known  symptoms  of  leucorrhoea,  pain, 
pelvic  weight,  etc., — while  some  of  the  fibroids  were  sufficiently 
large  to  cause  pressure  inconveniences. 

The  patients  suffering  from  fibromyomata  varied  in  age  from  20  to 
47  years,  and  in  all,  tlie  growths  were  well  marked,  ranging  in  size 
from  a  chestnut  to  that  of  a  uterus  at  full  term.  The  uterine  cavity 
varied  from  3  to  7|  inches  in  length. 

In  all  the  cases  of  endometritis  the  uterine  cavity  was  enlarged 
more  than  f  inch.  It  will  thus  be  seen  that  in  no  case  were  symp- 
toms alone  looked  upon  as  sufficient  grounds  to  adopt  treatment, 
but  well-marked  uterine  enlargement,  either  associated  with  mural 
growths  or  endometritis,  showed  signs  of  distinct  uterine  disease. 

This  I  consider  a  point  of  considerable  importance,  as  I  cannot 
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but  believe  that  many  so-called  failures  of  tlie  current  in  checking 
hteuiorrhage  liave  been  due  to  the  fact  that  disease  of  the  ovaries 
has  been  the  prime  factor  in  its  causation,  the  uterus  being  in  some 
cases  to  all  appearance  healthy,  while  naturally  in  other  cases  it 
may  be  secondarily  or  simultaneously  affected. 

Two  marked  illustrations  are  foundation  of  this  assertion  : — 

Case  I. — A  young  female  of  17,  who  for  two  years  had  suffered 
from  such  severe  raenorrhagia  that  she  was  a  confirmed  invalid 
from  anaemia,  and  all  attempts  to  check  the  bleeding  by  uterine 
treatment  had  proved  futile.  On  examination,  the  uterus  ap- 
peared to  be  normal  in  size  and  position,  but  at  either  side  could 
be  felt  two  enlarged  ovaries  about  the  size  of  small  tangerine 
oranges  ;  these  were  removed  with  the  best  results,  and  on  ex- 
amination were  found  to  be  studded  with  small  peripheral  cysts 
like  enlarged  Graafian  follicles,  a  pathological  condition  which, 
though  rare,  is  a  known  cause  of  uterine  haemorrhage. 

Case  II. — Unmarried  female,  aged  32,  with  well-marked  fibroid 
uterus,  cavity  3f  inches,  showed  no  improvement  from  her  menor- 
rhagia,  etc.,  after  thirty-five  applications  of  the  current.  Eemoval 
of  the  ovaries  showed  them  to  be  of  the  same  nature  as  Case  I. 

2.  Method  of  Treatment. — Before  describing  this  branch  of  the 
subject  I  should  like  to  state  that  a  profound  intimacy  with  the 
science  of  electricity  is  unnecessary,  all  tliat  is  required  being  a 
knowledge  of  its  elements,  such  as  the  recognition  of  the  positive 
from  the  negative  pole,  and  the  appreciation  of  the  dangers  and 
inconveniences  of  suddenly  interrupting  the  current. 

It  is  well,  however,  though  by  no  means  absolutely  essential, 
that  a  more  extended  knowledge  of  the  science  be  acquired,  as  by 
this  means  one  is  less  dependent  on  the  professional  electrician, 
should  the  battery,  as  is  its  wont,  cease  working  from  some  trivial 
cause. 

In  simplifying  this  method  of  treatment  we  are  much  indebted 
to  Schall  of  London  for  his  admirably  complete  batteries,  by  which 
the  comparative  novice,  with  the  exercise  of  a  little  caution,  can 
as  competently  perform  the  treatment  as  the  profound  electrical 
scientist. 

The  apparatus  required  for  treatment  is  so  well  known  that  it 
hardly  requires  mention.     Shortly  it  may  be  described  as — 

1.  A  40-celled  battery  to  give         the  current. 

2.  Electrodes  to  convey      „         „ 

3.  A  galvanometer        to  measure    „         „ 

4.  A  rheostat  to  regulate    „         „ 

Tlie  rheostat  is  perhaps  unnecessary  if  Schall's  double  collector 
battery  be  used ;  but  for  the  comfort  of  the  patient  in  allowing  the 
gradual  increase  of  the  current,  and  also  in  eliminating  the  pos- 
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sibility  of  a  sudden  and  severe  sliock  from  a  disconnection  between 
the  cells,  I  consider  it  almost  indispensable. 

The  electrodes  I  am  in  the  habit  of  using  are, — for  the  abdomen, 
a  piece  of  flannel,  twelve  inches  square,  soaked  in  salt  solution,  to 
which  is  applied  a  small  zinc  plate  connected  to  the  battery;  and 
for  intra-uterine  apjdication,  a  platinum-pointed  sound  enveloped 
in  a  movable  gum-elastic  sheath  as  insulator. 

The  application  of  the  current  should  differ  somewhat  in  cases 
of  fibroids  from  that  of  endometritis.  In  the  former  the  interpolar 
action  seems  sufficient  for  our  purpose,  while  in  the  latter  a  local 
action  on  the  uterine  mucosa  is  specially  beneficial.-^ 

In  cases  of  fibroid  I  generally  use  2  to  2^  inches  of  exposed 
metal  in  the  intra-uterine  electrode  ;  while  in  endometritic  cases,  to 
gain  the  local  action,  and  at  the  same  time  keep  the  strength  of 
the  current  within  the  limits  of  being  comfortably  borne,  all  tliat 
is  necessary  is  to  slide  the  insulating  sheath  over  the  platinum 
electrode  till  only  f  inch  of  the  metal  is  exposed.  This  concentrates 
and  increases  the  density  of  the  current,  and  by  successively  applying 
the  exposed  metal  to  the  various  parts  of  the  uterine  mucosa,  the 
necessary  local  action  is  acquired.  For  this  purpose  the  carbon- 
pointed  electrodes  are  specially  useful. 

The  strength  of  the  current  used  by  me  lias  never  exceeded 
150  milliamp^res,  and  in  most  of  the  cases  treated  110  m.  has 
been  the  maximum.  There  seems  to  be  little  or  no  benefit  in  using 
currents  of  higher  strength,  although  250  to  300  m.  can  be  given,  if 
thought  necessary. 

In  cases  of  urgent  haemorrhage  the  positive  pole  should  always 
be  intra-uterine,  as  its  local  coagulative  action  is  an  important 
factor  in  its  arrest. 

But  in  fibroids  not  actually  bleeding,  and  in  chronic  endometritis 
without  severe  hemorrhage,  negative  intra-uterine  electricity 
appears  quite  as  efficacious  as  positive,  and  I  thus  have  occa- 
sionally employed  both  alternately  with  beneficial  results.  The 
negative  pole,  when  intra-uterine,  seems  to  be  less  painful  than 
the  positive  under  like  conditions,  and  I  therefore,  in  nervous 
patients  not  actually  bleeding,  generally  employ  the  former  for  the 
first  few  applications. 

Occasionally,  after  using  the  negative  pole  in  the  uterus,  I  have 
noticed  a  slight  recurrence  of  haemorrhage,  but  this  has  always 
been  easily  stopped  by  a  hot  douche. 

The  length  of  time  I  employ  for  the  passage  of  the  current  at 
each  application  is  from  five  to  ten  minutes,  and  the  number  of 
applications  I  have  found  necessary  has  been  from  fifteen  to  thirty- 
five  before  permanent  satisfactory  results  have  been  obtained. 
Usually  it  requires  two  or  three  applications  of  low  currents 
before  the  patient  can  comfortably  bear  the  full  strength  required, 

1  See  Method  of  Action  of  Current. 
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but  toleration  is  generally  soon  established,  tlie  applications  beiii;^ 
eventually  borne  without  any  disconifurt.  The  applications  should 
be  regularly  performed  twice  to  thrice  weekly,  ineusLrual  period 
included. 

During  the  course  of  treatment  I  never  advocate  any  particular 
regime,,  such  as  rest  in  bed,  etc. ;  I  rather  favour  attempts  at 
increased  exercise. 

In  no  single  case  have  I  had  the  least  suspicion  of  inflammation 
or  any  untoward  symptom  beyond  the  cases  of  cerebral  congestion 
and  excessive  haiuiorrhage  I  later  describe. 

3.  Effect  of  Treatment. — This,  for  simplicity,  must  be  considered 
from  a  threefold  point  of  view, — \st.  The  effect  on  local  symp- 
toms;  2n(/,  the  effect  on  uterine  enlargement ;  3?Ti?,  con.stitutional 
effect. 

Under  the  first  heading  undoubtedly  lies  the  main  action  of  the 
current,  viz.,  its  haemostatic  power;  and  it  is  chiefly  from  a  desire 
to  add  testimony  to  its  great  value  in  this  direction  that  I  have 
been  induced  to  bring  the  subject  before  you. 

Of  the  twenty-two  cases  of  uterine  flbromata  which  I  have  thus 
treated,  fourteen  were  cured^  after  a  course  of  treatment  varying 
from  fifteen  to  thirty  applications  ;  in  four  the  hiiemorrhage,  though 
temporarily  stopped,  returned  within  a  few  months  ;  three  of  these 
were  cured  after  a  second  course ;  the  remaining  one  is  at  present 
temporarily  benefited,  but  sufficient  time  has  not  yet  elapsed  for 
me  to  reckon  her  as  a  cure. 

Three  cases  proved  entirely  unsuccessful:  in  one  of  these  I 
removed  the  ovaries  with  the  best  results,  as  already  stated  ;  the 
remaining  two  suffered  from  tumours  larger  than  a  seven  months' 
pregnancy.  They  were  considerably  benefited  during  the  treat- 
ment, but  no  permanent  improvement  has  been  obtained,  thougli 
the  applications  have  been  twice  repeated. 

The  remaining  case  could  not  withstand  the  pain  caused  by  the 
lowest  currents,  and  treatment  had  to  be  discontinued. 

In  the  seventeen  cases  cured,  the  growths  varied  from  the  size 
of  a  chestnut  to  that  of  a  six  months'  pregnancy,  and  in  five  of 
these  polypi  were  expelled  after  applications  varying  from  one  to 
twenty-seven  in  number. 

In  some  of  the  cases  treated,  the  haemostatic  action  was  evinced 
extremely  rapidly;  in  others  it  was  developed  but  slowly.  In  one 
case  the  patient  had  scarcely  ever  been  dry  for  more  than  a  week 
at  a  time  for  five  years  ;  but  from  the  day  the  treatment  was  com- 
menced, not  a  drop  of  blood  was  noticed  for  six  weeks.  In  other 
cases  haemorrhage  is  occasionally  evidently  brought  on  by  the 
first  two  or  three  applications,  a  condition  particularly  to  be  noted 
where  pedunculation  is  taking  place. 

1  By  cure  is  here  meant  the  entire  cessation  of  morbid  symptoms  for  a  period 
over  twelve  months  from  the  last  application  of  current. 
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Of  tlie  cases  of  subinvolution  witli  nienorrhagia,  six  cases,  it  was 
in  all  greatly  diminished,  four  being  cured. 

In  three  of  the  cases  cured,  child-bearing  has  been  re-established, 
after  a  period  of  sterility  varying  from  six  to  fifteen  years. 

Another  well-marked  effect  of  the  treatment  in  these  endome- 
tritic  cases  is  the  rapid  mitigation  and  sometimes  entire  removal 
of  the  pain  and  pelvic  discomfort  with  which  this  affection  is  so 
frequently  associated.  Tliis  result  is  often  manifested  after  two  or 
three  applications,  long  before  any  appreciable  local  change  can  be 
recognised.  The  leucorrhoea  in  all  cases  was  much  decreased  ;  in 
six  it  was  absolutely  cured. 

Effect  of  Current  on  Uterus,  and  Effect  on  Size  of  Uterus. — There 
can  be  little  doubt  that  the  current  has  a  decided  effect  in  reducing 
the  size  of  the  uterus  and  uterine  cavity,  and,  as  is  to  be  expected, 
this  result  can  be  more  satisfactorily  followed  in  cases  of  subin- 
volution. In  all  of  these  cases  which  I  have  treated  to  recovery 
there  has  been  undoubted  diminution,  and  in  some  the  decrease 
has  been  the  most  remarkable  incident  in  the  treatment. 

In  one  patient  who  had  suffered  for  three  years,  and  whose 
uterus  measured  4^  inches,  the  treatment  (twenty-five  applications) 
reduced  the  size  to  the  normal  2^  inches.  Such  a  perfect  result, 
however,  has  been  by  no  means  uniform  at  my  hands  ;  the  en- 
larged uterus,  though  much  diminished,  seldom  regains  its  normal 
dimensions;  in  only  two  others  did  this  obtain,  and  in  these  the 
morbid  condition  was  of  comparatively  short  duration,  it  being 
but  twelve  months  after  confinement  when  treatment  was  adopted. 

All  the  cases,  with  one  exception,  had  previously  undergone 
the  stock  treatment  of  curetting  and  cauterization,  with  but 
trifling  improvement. 

The  size  of  the  uterine  cavity  in  cases  of  fibromyomata  being 
dependent,  to  a  great  extent,  on  the  character  of  the  tumour  in  its 
wall,  whether  interstitial,  submucous,  or  subserous,  must  vary  as 
regards  the  effect  of  treatment  upon  it,  by  the  effect  of  treatment 
on  the  tumour  itself,  and  this  brings  us  to  the  much  disputed 
question  :  Does  the  tumour  itself  become  atrophied  or  destroyed  ? 

As  I  wish  simply  to  give  the  unbiassed  results  of  my  own  prac- 
tice and  experience,  I  can  only  state  that,  of  the  twelve  cases  cured 
without  expulsion  of  the  growth,  distinct,  marked,  and  measurable 
diminution  of  the  tumour  occurred  in  five  cases,  while  in  the 
remaining  cases  tlie  tumour  became  much  harder  and  appreciably 
smaller,  tliough  not  to  such  an  extent  as  could  be  definitely 
measured.  That  this  was  so  is  proved  at  least  in  four  cases,  where 
previous  pressure  symptoms  became  entirely  removed,  although  the 
tumour  remained  in  its  original  situation.  Tlie  diminution  in  the 
size  of  the  tumour  in  two  cases,  on  the  other  hand,  gave  rise  to 
very  severe  temporary  symptoms  of  pressure,  the  previously  enlarged 
abdominal  tumour,  from  its  decrease  in  size,  lost  its  pelvic  support 
and  prolapsed  into  the  pelvis,  in  the  one  case  causing  complete 
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urinary  retention,  and  in  tlie  other  such  severe  cramps  in  the  legs 
and  pain  that  locomotion  was  impossible.  In  both  I  was  able  to 
support  by  means  of  a  vaginal  pessary,  and  thus  relieve 
symptoms. 

One  of  the  cases  of  marked  diminution  is  sufficiently  interestinf' 
to  demand  description  : — 

Patient,  aged  32,  from  Moffat,  when  examined  on  February  16th, 
1891,  had  a  well-marked  uterine  tumour,  about  the  size  of  a  five 
months'  pregnancy,  which  caused  such  severe  menorrhagia  (twelve 
days'  duration)  that  she  had  been  practically  bed-ridden  for  eighteen 
months  ;  sound  passed  4^  inches. 

On  May  14th,  1891,  after  twenty-eight  applications  of  the  current, 
she  was  so  well  that  she  went  home  ;  sound  passed  3h  inches  ; 
period  lasted  five  days  ;  tumour  slightly  diminished. 

In  January  1893  patient  returned  to  state  that  the  abdominal 
swelling  was  entirely  gone,  and  that  her  periods  now  only  lasted 
three  days.  On  bi-manual  examination  the  tumour  could  be  felt, 
about  the  size  of  a  small  orange,  attached  to  the  uterus  posteriorly  ; 
sound  passed  2f  inches. 

I  last  examined  her  in  July,  and  was  surprised  to  find  no  trace 
of  tumour  existing.     The  patient  was  in  perfect  health. 

Constitutional  Effects. — Perhaps  the  most  striking  and  satisfactory 
result  of  the  electrical  current  is  the  almost  universal  feeling  of 
well-being  which  the  patients  rapidly  manifest  during  their 
course  of  treatment.  After  the  first  two  or  three  applications, 
the  gratuitous  announcement  of  increased  vigour,  both  mental  and 
physical,  is  most  encouraging,  and  alone  would  seem  almost  to 
warrant  the  adoption  of  the  treatment.  The  rapidity  with  which 
colour  is  imparted  to  the  previously  sallow  cheeks,  and  the  evidence 
of  energy  in  the  former  listlessness,  is  usually  at  once  the  talk  and 
wonder  of  the  patient's  friends. 

That  this  of  course  is  due  to  the  cure  of  the  antemia  is  evident ; 
but  from  the  rapidity  with  which  the  result  is  obtained  I  cannot 
but  feel  that  the  current  in  some  way  stimulates  the  blood  forma- 
tion. That  something  more  than  the  mere  stoppage  of  the  haemor- 
rhage is  present,  is  to  my  mind  clearly  proved  by  the  fact  that, 
although  many  of  my  patients  had  intervals  of  two  or  three  weeks 
during  which  there  was  no  haemorrhage,  yet  during  these  intervals 
they  neither  felt  nor  appeared  to  have  gained  strength  in  the  least 
degree  comparable  to  that  which  they  manifested  within  a  week  or 
ten  days  of  treatment.  In  fact,  in  one  case  the  rapid  increase  in 
the  blood  proved  a  distinct  element  of  danger,  and  as  it  is  a  strik- 
ing illustration,  I  do  not  hesitate  to  detail  it. 

A  laily,  aged  47,  a  confirmed  invalid  for  ten  years  through  uterine 
haemorrhage,  came  under  my  care  in  about  the  last  stages  of  ana-mia, 
her  blood  discs  numbering  1,700,000  per  cubic  mill.  In  ten  days 
they  had  increased  20  per  cent.,  being  2,700,000,  while  after  five 
weeks  they  approximated  the  normal,  being  4,800,000.     At  this 
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time  syiiii)toms  of  cerebral  congestion  of  an  anxious  nature  showed 
tlieniselves, — so  inucli  so  that  treatment  was  permanently  sus- 
pended, and  it  was  not  till  a  much  desired  and  copious  uterine 
liiemorrhage  occurred  that  relief  was  got. 

Since  that  time  to  tliis  she  has  been  regularly  unwell,  the  periods 
varying  from  five  to  seven  days.  Her  last  letter  is  most  enthusi- 
astic over  the  effects  of  the  treatment,  and  she  says  she  does  not 
remember  ever  having  felt  so  well  before. 

4.  The  Mode  of  Action  of  the  Current. — From  a  practical  point 
of  view  this  would  seem  to  be  twofold,  viz.,  local  and  inter- 
polar. 

A  distinct  local  action  on  the  tissues  in  contact  with  the  positive 
electrode  results  is  an  estal)lished  fact,  proved  absolutely  by  experi- 
ment. Its  nature  would  ap[)ear  to  be  analogous  to  searing, — a  tine, 
compact  coagulum  being  formed. 

That  this  change  on  tiie  mucosa  has  a  decided  effect  in  checking 
lijiemorrhage  is  certain,  and  that  it  is  of  special  value  in  destroying 
uniiealthy  states  of  the  mucous  membrane  there  can  be  little  doubt. 
But,  from  practical  experience,  it  seems  to  me  that  its  action  as  a 
luemostatic  is  of  but  secondary  value  when  compared  with  the 
inter[)olar  action  of  the  current. 

To  this  conclusion  I  have  arrived  from  the  following  reasons : — 

First,  In  but  few  cases  of  fibroids  have  I  attempted  to  secure 
this  local  action  on  the  mucosa,  the  electrode  having  been  intro- 
duced in  the  same  manner  each  time,  and  thus  it  is  certain  local 
contact  of  the  electrode  with  the  entire  mucosa  was  improbable. 

Second,  In  the  case  I  have  already  described  of  marked  diminu- 
tion and  disappearance  of  the  tumour,  the  electrode  was  never 
introduced  more  than  one  inch  into  the  cervix,  for  although  the 
cavity  measured  4|  inclies,  the  pain  and  difficulty  in  passing  the 
sound  was  so  great  that  attempts  to  insert  the  electrode  to  the 
fundus  were  never  tried. 

What  the  exact  nature  of  this  interpolar  action  is,  I  do  not 
pretend  to  say,  but  certainly,  from  experimental  and  clinical 
evidence,  we  are  forced  to  concede  that  there  is  at  any  rate  a 
double  action, — 1,  On  the  muscle  fibres,  causing  contraction  ;  2, 
on  the  bloodvessels. 

That  contraction  of  muscular  fibres  is  an  important  factor  in 
the  action  of  the  current  is  clinically  explainetl  from  the  experience 
of  the  twenty-two  cases  of  fibroids  treated,  of  which  in  five 
polypi  were  expelled  after  a  varying  number  oi'  applications  of  the 
current. 

One  particularly  striking  example  occurred  in  tlie  case  of  a 
young  female  who  had  suffered  from  severe  menorrhagia  for 
several  years.  Some  hours  alter  the  first  application  of  the 
current  (GO  mps.)  I  was  sent  for  in  a  hurry,  as  she  was  suffering 
from  great  pain  and  alarming  li;eniorrhage.     To  control  the  latter 
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I  was  obliged  to  plug  the  vagina  firmly,  and  was  much  surprised 
on  the  following  day  to  find  the  os  uteri  dilated,  and  projecting 
through  it  a  polypus  of  about  the  size  of  a  chestnut. 

The  current  in  this  case  had  evidently  at  once  set  up  uterine 
contractions,  and  that  it  does  so  in  all  cases  seems  to  me  probable, — 
an  action  which  offers  at  least  one  very  reasonal)le  method  of 
explanation  how  such  satisfactory  results  are  obtained. 

If  one  considers  that  out  of  twenty  cases  treated,  five  became 
extruded  inwards  beneath  the  mucosa,  it  is  but  reasonable  to  expect 
that  a  certain  proportion  would  also  become  extruded  outwards 
beneath  the  peritoneum,  and  by  this  means,  therefore,  relief  from 
hemorrhage  would  be  obtained,  f  urthef,  if  muscular  contraction 
of  the  uterine  wall  be  caused,  it  is  also  reasonable  to  expect  that 
congestion  of  the  organ  will  be  diminished,  and  thus  the  increased 
vascularity  of  the  mucosa,  which  is  always  associated  with  these 
fihroid  growths  (and  is,  indeed,  the  seat  of  the  hemorrhage),  will  be 
to  a  great  extent  relieved.  At  the  same  time  the  nutrition  and 
growth  of  the  tumour  itself  will  be  much  interfered  with,  from  the 
consequent  interference  with  its  blood  supply.  But  further,  if  it 
be  proved  that  a  marked  contraction  of  the  muscular  fibres  of  the 
uterus  is  set  up,  it  is  but  natural  that  a  like  condition  will  be  met 
with  in  the  individual  muscular  fibres,  of  which  the  hemorrhagic 
type  of  these  tumours  are  largely  composed  ;  this,  therefore,  would 
set  up  secondary  changes  in  the  growth  itself  by  arresting  its 
nutrition,  and  by  this  means  the  tumour  would  not  only  cease  to 
grow,  but  become  harder  and  smaller,  and  even  in  some  cases,  as 
in  that  which  I  have  already  described,  altogether  atrophy. 

A  further  action  of  the  constant  current,  as  proved  by  experiment, 
is  that  of  arresting  the  capillary  circulation ;  this  has  been  care- 
fully noted  during  the  passage  of  a  weak  current  (1  m})ere.)  through 
the  frog's  web,  which  caused  slowing  and  eventually  complete 
stasis  to  result. 

That  this  may  be  a  further  means  by  which  such  satisfactory 
results  have  been  obtained  is  probable,  but  further  experiment  in 
this  direction  is  necessarily  required  for  confirmation. 

Relying,  therefore,  on  the  local  and  interpolar  action  of  the 
current,  it  has  been  my  practice  in  cases  where  the  mucosa  was 
diseased  (as  in  endometritis)  to  try  as  far  as  possible  to  insure 
contact  between  the  electrode  and  as  much  of  the  diseased  surface 
as  possible ;  while  in  cases  of  fibromyomata,  relying  alone  on  the 
interpolar  action,  I  have  inserted  the  electrode  in  a  purely  haphazard 
fashion,  contact  with  a  fractional  part  of  the  uterine  wall  being 
alone  necessary. 

To  draw  conclusions  from  the  results  before  us — 

1.  The  constant  current  is  of  the  greatest  value  as  a  uterine 
hemostatic  when  due  to  small  fibroids  and  subinvolutions. 

2.  It  is  curative,  in  most  cases,  of  endometritis. 

3.  That  it  reduces  measurably  the  size  of  a  certain  proportion 
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of  fibroid  tumours,  while  upon  tlie  majority  it  lias  a  salutory  though 
less  decided  action. 

4.  That  its  action  on  fibroids  larger  than  a  seven  months' 
pregnancy  is  not  curative,  but  temporarily  palliative. 

5.  That  it  reduces  the  size  of  subinvoluted  uteri. 

6.  That  beneficial  constitutional  effects  are  rapidly  promoted. 

7.  Tliat  its  method  of  haemostatic  action  is  both  local  and  inter- 
polar,  the  latter  being  probably  the  most  potent. 

Before  concluding,  I  beg  first  to  remark  that  I  purposely  refrained 
from  quoting  or  in  any  way  making  use  of  the  large  amount  of 
literature  already  written  on  this  subject,  it  having  been  ray  sole 
object  to  present  only  the  result  of  my  own  experience  in  a  purely 
unprejudiced  manner.  From  this  experience  I  cannot  but  hold 
that  we  have  in  the  constant  current  a  most  valuable  therapeutic 
agent  in  some  forms  of  uterine  disease  wliich  cannot  be  disregarded, 
and  to  which  a  fair  trial  must  be  given  before  more  radical 
measures  are  adopted. 

That  it  is  a  universal  panacea  in  pelvic  trouble,  as  some  would 
have  us  believe,  is,  of  course,  not  my  contention,  as  I  am  but  well 
aware  of  its  occasional  failure  in  cases  apparently  eminently  fitted 
for  its  trial.  That  it  has  a  wider  beneficial  influence  than  I  have 
described  I  have  no  doubt,  though  insufficient  practical  results 
prevent  me  dwelling  upon  them. 

Be  these  what  they  may,  my  successes  in  the  cases  I  have 
described  to  you  certainly  justify  me  in  the  continuation  of  this 
mode  of  treatment  in  like  conditions,  and  are  sufficient  to  make 
me,  as  many  others,  deeply  indebted  to  Dr  Apostoli,  to  whom  we 
owe  its  development. 

Vl.  CASE  OF  FIBROID  TUMOUR  TREATED   BY 
ELECTRICITY. 

By  R.  Milne  Murray,  M.A.,  M.B.,  F.R.C.P.E.,  Lecturer  on  Midwifery  and 
Diseases  of  Women,  Edinburgh  Scliool  of  Medicine. 

The  following  case  seems  to  be  of  sufficient  interest  to  justify 
my  bringing  it  before  the  Society  to-niglit: — 

The  jiatient,  J.  I.,  aged  then  27,  came  to  see  me  in  September 
1889.  She  is  a  native  of  Shetland,  whence  she  had  come  some 
weeks  previously.  She  was  markedly  anpemic,  and  suffered  from 
slight  conjunctivitis.  Her  periods  had  always  been  regular,  but 
were  recently  scanty  ;  and  other  anemic  symptoms,  shortness  of 
breath,  etc.,  were  prominent.  Iron,  arsenic,  and  some  regulation 
of  her  diet  put  matters  right  in  a  few  weeks,  and  I  did  not  see  her 
again  until  20th  August  1890.  She  had  married  in  December 
1889,  and  since  then  she  had  suffered  considerable  pain  at  her 
menstrual  periods.  The  periods  were  now  quite  free,  but  not 
excessive  ;  and  were  it  not  for  tlie  pain,  she  would  have  considered 
herself  quite  well  at  these  times. 
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Oil  examination  I  found  the  right  ovarian  re^^ion  tender  and 
fuller  than  normal,  but  nothing  very  definite  could  be  made  out. 
The  cervix  was  small,  conical,  and  very  hard,  and  directed  forward. 
Bi-manually  the  uterus  was  normal  in  size,  but  markedly  ante- 
flexed.  Since  her  marriage  she  had  suffered  from  occasional 
difficulty  in  retaining  her  urine,  especially  about  the  time  of  the 
periods. 

On  the  20Lh  October  she  returned  and  said  she  had  been 
normally  unwell  on  the  5th,  and  again  profusely  on  the  11th. 
On  examination  I  found  the  right  side  somewhat  more  tender,  but 
in  front  of  the  uterus  there  could  be  felt,  bi-manually,  a  small  hard 
tumour,  apparently  somewhat  larger  than  a  pigeon's  egg,  growing 
from  the  uterus  near  the  fundus.  Tliis  was  evidently  a  small 
fibroid,  and  if  it  was  there  on  my  previous  examination  in  August 
I  had  certainly  overlooked  it.  I  gave  her  some  general  directions, 
and  asked  her  to  come  back  in  a  month  or  two,  but  she  did  not 
return  till  25tli  August  1891.  Her  periods  for  several  months  had 
been  excessive  and  more  frequent  than  normal,  with  much  pain, 
especially  after  the  discharge  had  almost  ceased.  About  the  third 
or  fourth  day  a  good  many  clots  came  away.  She  looked  pale  and 
anaemic,  and  had  a  rather  pinched  and  anxious  expression.  On 
examination  I  found  the  cervix  still  very  hard  and  pressed  back 
towards  the  sacrum  by  a  bulging  mass  approximately  the  size  of  a 
fist  and  of  hard  consistence.  Bi-manually  it  was  just  above  the 
level  of  the  brim.  It  could  be  moved  with  difficulty,  and  not 
without  a  good  deal  of  pain.  The  sound  passed  easily  by  tilting 
the  handle  well  forward,  and  the  whole  mass  of  the  fibroid  seemed 
to  lie  in  front  of  the  canal.     The  sound  entered  oh  inches. 

She  had  great  difficulty  with  her  bladder ;  just  before  the  periods 
she  had  to  pass  water  every  ten  or  fifteen  minutes,  and  during  the 
night  was  constantly  disturbed. 

I  advised  her  to  use  a  hot  douche  regularly,  and  to  take  frequent 
doses  of  ergot  about  the  time  of  her  periods,  and  for  some  months 
she  seems  to  have  got  a  certain  amount  of  relief,  but  in  March 
1892  she  came  back  saying  she  was  worse  than  ever,  and  that  she 
was  sure  the  tumour  was  growing.  A  cursory  examination  was 
sufficient  to  prove  she  was  right  in  tliis  particular.  The  upper 
limit  of  the  tumour  was  now  half  way  between  the  pubis  and 
\inibilicus.  Moreover,  it  had  bulged  down  into  the  vagina, 
diminishing  the  length  of  the  canal  by  about  one-half.  Her 
bladder  and  rectum  were  much  impeded  by  the  mass,  and  she  was 
experiencing  great  difficulty  in  locomotion,  from  the  pain  in  her 
back  and  legs. 

I  advised  her  to  undergo  a  course  of  electrical  treatment,  but 
her  husband  declined  to  have  his  wife  "  experimented  upon,"  as  he 
put  it ;  and  when  I  explained  that  the  only  alternative  seemed  to 
be  an  operation,  she  herself  refused  to  entertain  that  idea.  As 
any  attempt  to  push  the  tumour  out  of  the  pelvis  was  accompanied 
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by  great  pain,  there  seemed  to  be  nothing  to  be  done  but  to  con- 
tinue the  hot  water  and  increase  the  ergot. 

Of  the  Litter  she  now  began  to  take  20-30  minims  tliree  times 
a  day,  for  periods  as  long  as  the  stomach  wouhl  tolerate  that 
amount.  She  continued  this  and  the  hot  water  till  October  1892. 
In  spite  of  this  the  luemorrhage  increased  at  the  periods  and  at 
other  times  as  well,  and  she  became  seriously  prostrated  from  loss 
of  blood.  Since  July  she  had  not  ventured  out,  as  the  pain  was 
intolerable  when  she  attempted  to  walk;  and,  indeed,  the  greater 
part  of  the  day  was  si)ent  in  bed.  The  mass  was  now  as  high  as 
the  umbilicus,  and  presented  a  marked  prominence.  She  judged 
from  her  clothes  that  it  was  growing  more  in  an  antero-posterior 
than  a  vertical  directicjn.  It  was  rather  higher  and  a  good  deal 
more  prominent  than  a  six-months'  pregnancy. 

The  sound  was  passed  with  some  difficulty,  the  canal  being 
sharply  turned  to  the  left  about  1|  inch  from  the  os.  It  passed 
in  3f  inches.  The  condition  of  the  patient  was  now  very  miser- 
able, and  she  and  her  husband  were  only  too  glad  to  adopt  any 
suggestion.  I  was  still  of  opinion  that  electrical  treatment  gave 
her  the  best  chance,  but  the  difficulty  was  how  to  get  her  to  my 
rooms.  However,  on  the  11th  November  she  was  brought  there, 
having  been  carried  into  the  cab  by  her  husband,  and  the  first 
application  was  made.  She  bore  100  M.  A.  (positive  intra- 
uterine) with  some  difficulty.  The  applications  were  repeated  on 
the  15th,  22nd,  and  oOth  November,  the  patient  each  time  coming 
and  going  in  a  cab.  From  the  first  she  declared  that  the  pains 
were  less,  and  that  after  the  third  application  she  could  move 
about  her  room  with  a  freedom  she  had  not  felt  for  months.  To 
my  surprise,  on  the  2nd  December  I  overtook  her  in  Eutland 
Street  walking  from  the  tram  car  at  the  west  end  of  Princes 
Street.  She  felt  so  well  that  she  had  come  in  the  car,  and  was 
walking  to  my  rooms  in  Kutland  Square.  On  examination  I  could 
detect  absolutely  no  difference  in  the  size  of  the  tumour,  but  it 
was  much  less  tender  on  pressure  from  the  vagina, — indeed,  one 
felt  that  it  could  have  been  pushed  right  out  of  the  pelvis.  It  is 
quite  likely  that  this  marked  relief  from  pain  was  due  to  the 
resolution  of  some  infiammatory  adhesion  or  exudation  round  the 
mass.  At  any  rate,  it  could  not  be  due  to  the  diminution  to  any 
extent  of  the  tumour  itself.  The  period  had  begun  the  day  before, 
but  I  made  the  application  as  usual,  and  the  period  had  quite 
ceased  by  the  6th.  She  came  again  on  the  8th,  and  continued 
coming  twice  a  week  until  the  3rd  February,  getting  eighteen 
applications  in  all.  The  period  appeared  on  the  2nd  January  and 
on  the  5th  February,  on  both  occasions  being  quite  normal  in 
amount  and  duration. 

She  had  one  application  on  the  29th  March,  as  she  had  felt  some 
pain,  which,  however,  readily  disappeared.  The  tumour  was  less 
prominent   both  in  the   abdomen   and  in  the  vagina,  but  not  so  to 
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any  marked  extent.  She  had  all  tlie  appearance  when  dressed  of 
a  woman  six  or  seven  months  pregnant,  but  she  said  she  felt  quite 
comfortable,  could  move  about  with  perfect  freedom,  and  the 
bladder  and  rectum  were  acting  normally.  In  March,  April,  May, 
and  June  her  condition  remained  the  same,  the  periods  being 
perfectly  regular.  In  the  end  of  June  she  came  to  me  asking  if 
nothing  could  be  done  to  get  rid  of  the  tumour.  She  professed 
herself  willing  to  submit  to  any  operation  in  order  to  get  rid  of  it. 
I  advised  her  strongly  to  rest  content.  She  had,  however,  she  told 
me,  been  reading  about  electrical  treatment,  and  she  had  heard  of 
a  case  where  the  tumour  went  away,  and  would  I  not  go  on  with 
the  treatment  ?  I  explained  to  her  that  the  attempt  might  do 
more  harm  than  good ;  but  if  she  was  anxious  to  try  it,  and  willing 
to  run  the  risks  of  having  tlie  periods  made  worse  for  a  time,  we 
might  continue  it. 

On  the  4tli  July  I  began  the  applications  with  the  negative  pole 
inside  the  uterus.  She  bore  the  pain  badly,  but  persevered  till  on 
the  21st  the  period  began,  and  on  the  third  day  the  hiemorrhage 
was  tremendous, — worse,  she  said,  than  it  had  ever  been.  She  had 
had  six  intra-uterine  applications.  On  the  25th  I  recommenced 
the  positive  intra-uterine  application.  I  was  struck  on  that  day 
by  two  things  : — 

1.  The  considerable  recession  of  the  tumour  in  the  vaginal  roof. 

2,  The  ease  with  which  the  sound  entered.  It  was  also  noticed 
that  the  "rubberine"  electrode  lay  flatter  on  the  abdomen  than 
usual. 

She  had  three  more  positive  intra-uterine  applications  in  August, 
and  the  next  period  came  on  on  the  25th,  and  was  quite  normal. 
She  came  back  on  the  20th  October,  and  the  whole  mass  of  the 
tumour  seemed  distinctly  smaller  and  much  more  movable. 

From  the  27th  October  to  the  15th  December  she  had  twelve 
negative  intra-uterine  applications,  always  complaining  of  the  pain 
they  gave  her  internally,  the  pain  continuing  most  of  the  night. 
But  the  tumour  was  evidently  shrinking,  and  on  the  IStli  December 
the  sound  passed  just  over  3  inches,  and  the  base  of  the  tumour 
was  two  finger-breadths  below  tlie  umbilicus. 

Various  circumstances  prevented  the  treatment  being  continued 
after  this,  and  on  the  27th  January  of  this  year  she  sent  for  me. 
I  found  her  suffering  from  a  sharp  attack  of  gastric  catarrh,  appa- 
rently following  a  chill. 

To  my  surprise  I  could  not  feel  the  tumour  externally  at  all, 
and  two  days  after,  on  vaginal  examination,  the  following  was  the 
state  of  affairs : — The  uterus  lay  to  the  right  side,  somewhat  fixed 
by  a  short  broad  ligament.  Bi-manually  it  felt  like  an  enlarged 
anteflexed  uterus  about  the  second  month  of  pregnancy,  but,  of 
course,  much  harder.  The  sound  entered  2f  inches,  and  nothing 
of  the  nature  of  a  defined  tumour  could  be  felt.  On  bi-manual 
examination  with  the  sound  in  ntero  the  anterior  wall  was  felt 
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considerably  thickened,  but  there  was  no  marked  prominence  either 
in  front  or  laterally. 

She  has  recommenced  the  treatment,  as  there  seems  no  reason 
to  doubt  that  the  remaining  thickening  will  in  due  course  dis- 
appear. 

I  need  hardly  say  that  were  cases  like  this  at  all  common  the 
electrical  treatment  of  fibroid  tumours  would  not  rest  under  tlie 
cloud  which  it  does  in  the  minds  of  the  majority  of  gyntecologists. 
But  rare  as  such  an  experience  may  be,  it  is  charged  with  sugges- 
tions of  some  value,  of  which  I  should  like  to  say  a  word. 

No  doubt  the  first  questions  which  will  arise  in  the  minds  of 
many  will  be,  "  How  do  you  account  for  this  ?"  and  "  Why  should 
such  a  change  occur  in  the  case  of  one  and  fail  in  the  case  of  so 
many  ? "  To  the  first  I  must  answer,  "  We  cannot  tell."  In  our 
therapeutic  uses  of  electricity  we  are  mainly  groping.  What 
guides  we  have  are  chiefly  empiric. 

Thus  we  know  that  in  the  vast  majority  of  uteri  bleeding  from 
a  fibroid  in  their  walls,  the  application  of  a  positive  electrode 
carrying  a  current  of  sufficient  strength  a  certain  number  of  times 
will  stop  the  haemorrhage  in  a  way  that  no  other  application  will. 
As  to  how  it  acts  we  have  no  definite  knowledge,  but  neither  have 
we  any  as  to  how  thyroid  extract  cures  myxcjedema ;  yet  that  is 
no  reason  why  we  should  not  continue  to  give  thyroid  extract  in 
the  one  case  and  apply  electricity  in  the  other. 

If  we  taboo  all  treatment  of  disease  which  is  not  based  on 
"rational  therapeutics,"  we  shall  sadly  cut  down  the  resources  of 
the  physician.  To  say  that  mercury  is  anti-syphilitic  and  sali- 
cylates anti-rheumatic,  does  not  take  us  far  in  explaining  their 
action,  but  we  are  thankful  for  their  action  all  the  same.  Yet 
among  the  arguments  employed  by  those  who  do  not  use  electricity 
in  gynecology  against  those  who  do,  is  that  the  latter  cannot  give 
a  rational  explanation  of  the  results  they  claim.  My  position  is, 
I  am  thankful  for  the  result  now,  and  content  to  take  the  explana- 
tion afterwards. 

As  to  the  second  question,  Why  should  such  a  result  be  so  rare  ? 
I  would  venture  to  draw  attention  to  two  points: — 

First,  The  mass  of  the  tumour  was  in  front  of  the  uterus,  and 
was  thus  traversed  by  the  whole  current  when  the  pad  was  placed 
on  the  abdomen  ;  and 

Second,  The  treatment  was  continued  much  longer  than  most 
patients  will  submit  to.  Forty-one  applications  in  all,  extending 
over  a  period  of  a  year,  have  been  made  in  this  case. 

Most  patients  are  content  with  relief  of  the  synqDtoms  of  hiemor- 
rhage  and  pain,  which  usually  occurs  early ;  and  if  there  is  no 
marked  shrinking  of  the  tumour  after  fifteen  or  twenty  applica- 
tions, they  become  discouraged.  Probably  with  more  patience  and 
perseverance  we  should  get  a  more  frequent  return. 

Leaving,  however,  all  theoretical  considerations  at  present,  two 
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points  of  practical  interest  in   the  case  recorded  may  safely  be 
emphasized : — 

1.  By  means  of  electrical  treatment  symptoms  of  pressing 
urgency,  which  had  resisted  the  ordinary  measures  of  treatment, 
were  speedily  relieved. 

2.  In  a  woman  of  32  a  fibroid,  as  large  or  larger  than  a  six 
montlis'  pregnancy,  practically  disappeared  after  forty  applications 
of  electricity. 

And  with  these  facts  before  me,  my  faith  in  the  ultimate 
recognition  of  electricity  as  a  therapeutic  agent  in  gynsecology 
remains  unshaken. 


Tlie  President  regarded  the  two  papers  as  a  distinct  contribution 
to  treatment  by  means  of  electricity.  He  agreed  with  Dr  Milne 
Murray  that  our  treatment  should  be  more  empirical.  The  ques- 
tion which  would  be  most  canvassed  in  these  papers  was  the 
diminution  of  the  tumour  ;  and  Dr  Haultain  and  Dr  Murray  had 
both  recorded  most  striking  cases  of  this.  In  other  hands,  it  might 
be  thought  that  there  was  a  mistake  in  diagnosis,  but  the  record  of 
these  cases  by  such  careful  observers  placed  the  matter  beyond  doubt. 

Prof.  Simpson  thought  that  the  Society  was  indebted  to  Dr 
Haultain  and  Dr  Milne  Murray  for  the  interesting  observations 
embodied  in  their  communications.  There  had  been  much  dis- 
cussion as  to  the  value  of  the  electric  current  in  the  treatment  of 
uterine  disease,  not  always  conducted  in  the  best  style  of  contro- 
versy, and  it  was  satisfactory  to  have  straightforward  records  of 
cases  observed  by  such  competent  authorities.  Some  years  ago 
Dr  Fraser  AVright  had  laid  before  the  Society  the  results  of  the 
electric  treatment  carried  out  in  a  series  of  cases  in  his  (Prof. 
Simpson's)  ward.  In  none  of  these  cases  had  there  been  complete 
disappearance  of  the  tumour,  but  in  several  there  had  been  distinct 
diminution,  in  still  more  there  had  been  early  and  marked  relief  of 
the  local  suffering  and  lessening  of  the  htemorrhages,  and  general 
improvement  of  the  patient's  health.  It  would  be  interesting  to 
hear  from  Drs  Haultain  and  Milne  Murray  what  had  been  their 
experience  in  the  use  of  electricity  in  inflammations  around  the 
uterus,  as  in  some  of  the  cases  in  the  ward  inflammatory  deposits 
had  disappeared  under  the  application  of  the  current. 

Br  Berry  Hart  remarked  that  Dr  Haultain  and  Dr  Milne 
Murray  had  attempted  a  very  diflicult  task — the  relation  between 
treatment  and  cure.  This  was  specially  difficult  in  tiiose  minor 
gynecological  cases  where  there  was  a  tendency  to  spontaneous 
betterment,  often  of  an  astonishing  nature.  Both  papers  were  able  ; 
but  he  thought  Dr  Haultain's  the  more  enthusiastic,  and  that  there 
was  less  optimism  as  to  the  value  of  electricity  in  Dr  Murray's. 
This,  however,  was  a  matter  of  opinion.  His  own  opinion  in 
regard  to  electricity  in  the  treatment  of  endometritis  and  fibroids 
was,  that  it  was  tedious  and  disappointing,  and  that  it  did  not  give 
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such  good  results  as  curetting  or  removal  of  the  appendages.  These 
operations  bad  the  great  advantage  of  being  done  at  one  sitting, 
and  of  one  being  able  to  control  thoroughly  the  antiseptics  at  the 
time.  l)r  Murray's  case  was  a  very  remarkable  one,  but  he  him- 
self bad  seen  a  fibroid  tumour  the  size  of  a  six  montbs'  pregnancy 
disai)pear  without  treatment,  and  also  large  hypertrophies  of  the 
uterus  spontaneously  cure.  Many  forms  of  treatment  now  exploded 
were  once  advocated  because  they  cured.  'J'bis  should  always  be 
kept  in  mind.  What  one  wanted  to  know  in  regard  to  many 
gynaecological  cases  was  the  proportion  of  cures  under  no  special 
treatment,  where  a  favourable  prognosis  was  given,  and  good 
general  hygiene  enforced.  He  had  given  electricity  a  fair  trial, 
and  had  now  abandoned  it  without  regret.  He  had  listened  with 
great  pleasure  to  both  papers. 

Dr  Haig  Ferguso7i  had  listened  with  very  great  interest  to  both 
Dr  Haultaiu's  and  Dr  Murray's  papers,  and  tbought  they  were  to 
be  congratulated  on  tlie  excellent  results  which  they  had  obtained. 
He  thought,  however,  there  was  a  tendency  to  forget  tiie  good 
results  wbich,  in  the  majority  of  cases  of  subinvolution,  were 
obtained  from  curetting  tlie  uterus  after  previous  dilatation  of  the 
cervix.  This  method  seldom  failed  to  be  successful  in  tbose  cases 
in  which  it  was  suitable,  and  it  was  well  clearly  to  keep  in  view 
that  it  was  only  in  the  comparatively  rare  cases  of  endometritis 
and  subinvolution,  where  this  treatment  failed,  that  electricity 
would  come  in.  In  such  cases,  and  especially  in  those  where  there 
was  much  chronic  thickening  of  the  uterine  substance,  electricity 
was  of  great  value.  As  regards  estimating  the  diminution  of 
fibroid  tumours  under  electrical  treatment,  one  must  keep  in  mind 
that  these  tumours  varied  in  size  apart  altogether  from  treatment. 
Dr  Ferguson  had  seen  cases  of  diminution  in  height  of  as  much  as 
2  inches  from  mere  rest  in  bed  and  no  other  treatment.  One 
possible  danger  of  Apostoli's  method  Dr  Ferguson  bad  never  seen 
mentioned,  and  that  was  the  passage  of  the  intra-uterine  electrode 
through  the  uterine  wall  into  the  peritoneal  cavity.  In  one  case 
he  bad  seen,  the  sound  (though  carefully  and  gently  passed  in  the 
usual  way)  almost  always  passed  through  the  uterine  wall  on  its 
introduction.  In  this  case,  bad  great  care  not  been  taken  and 
accurate  measurements  kept,  tbe  current  niigbt  unwittingly  have 
been  transmitted  tbrough  the  abdominal  contents, — with  what  result 
it  would  have  been  hard  to  say.  The  patient  suffered  no  incon- 
venience from  the  mere  passage  of  the  sound  through  the  soft 
uterine  substance.  After  tbe  phenomenon  had  been  clearly 
demonstrated,  however,  it  was  judged  wiser  to  refrain  from  tbe  use 
of  a  sound  in  lier  case.  Tbe  patient  had  had  on  previous  days 
several  applications  of  electricity,  before  this  curious  state  of 
matters  was  noticed,  but  needless  to  say  this  treatment  was  dis- 
continued. 

Dr  Haultain,  in  reply,  said  he  was  very  pleased  to  have  bad  his 
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pnper  so  freely  discussed  by  those  who,  from  practical  experience 
in  the  subject,  were  competent  to  do  so  ;  as  a  yreat  many  of  the 
arguments  against  this  metliod  of  treatment,  both  said  and  written, 
had  been  based  upon  purely  theoretical  grounds,  the  authors,  in 
many  cases,  never  having  even  deigned  to  give  it  a  trial.  And  it 
seemed  to  him,  from  the  bitterness  with  which  some  laparotomists 
assaulted  this  method  of  treatment,  that  they  must  have  a  certain 
deep-seated  belief  in  its  value,  and  thus  feared  a  sensible  diminu- 
tion in  their  means  of  livelihood.  As  Dr  Hart  said,  he  (Dr 
Haultain)  was  an  enthusiast;  but  he  might  say  he  was  a  converted 
sceptic,  his  conversion  being  due  largely  to  Dr  Milne  Murray, 
many  of  whose  cases  of  cure  and  improvement  he  had  had  the 
pleasure  of  seeing.  Dr  Hart's  assertion  of  the  cure  of  the  patient 
being  frequently  due  to  imagination  he  did  not  for  a  moment 
entertain.  He  had  too  much  experience  to  accept  entirely  the  state- 
ments of  hysterical  women,  and,  as  he  had  already  mentioned,  it  was 
generally  the  patient's  friends  who  first  noticed  the  marked  improve- 
ment in  her  general  condition.  He  quite  agreed  with  Dr  Hart  that 
tumours  sometimes  disappeared  without  treatment.  Cancer  of  the 
mamma,  after  being  verified  by  microscopic  examination,  had  been 
known  to  disappear.  The  very  rarity  of  these  cases  merited  their 
description  ;  but  he  thought  because  such  had  been  known  to  have 
occurred,  it  would  be  a  pity  to  treat  all  fibroids  on  the  expectant 
method,  specially  when  one  got  such  excellent  results  from 
electricity  as  he  had  stated.  As  regards  the  cases  of  chronic  endo- 
metritis treated,  the  symptoms  and  signs  were  in  all  well  marked, 
and  most  of  them  had  previously  been  curetted  by  most  competent 
hands.  Naturally  one  would  never  think  of  treating  endometritis, 
as  a  rule,  with  electricity  till  the  curette  had  been  tried  and  failed, 
as  in  most  cases  curetting  succeeded.  Both  Drs  Haig  Ferguson 
and  Dr  Fordyce  considered  there  was  danger  in  the  treatment ; 
but  as  far  as  his  experience  went  he  never  had  a  case  which  gave 
him  the  slightest  uneasiness.  He  had  the  pleasure  of  being 
present  when  the  uterus  was  perforated  as  described  by  Dr  Haig 
Ferguson,  but  this  he  considered  a  mere  accident  which  might  at 
any  time  happen  during  the  ordinary  passage  of  the  sound.  He 
had  never  met  with  sloughing  like  that  to  which  Dr  Fordyce 
referred.  This  probably  was  due  to  too  high  currents  being  used, 
such  as  200  to  250  milliamperes.  How  Dr  Fordyce  had  not  got 
better  results  from  the  current  as  a  hnemostatic  seemed  quite 
inconceivable,  as  with  him  (Dr  Haultain)  failure  was  the  excep- 
tion. He  must  ask  Dr  Murray  to  answer  Prof.  Simpson  as  regards 
the  effect  on  pelvic  inflammatory  deposits,  as  he  had  not  given  it 
a  sufficient  trial  in  these  cases.  He  nuist  again  thank  the  Society 
for  the  interesting  discussion,  which  he  hoped  might  have  the 
result  of  removing  a  deal  of  the  scepticism  which  still  existed. 

Dr  Milne  Murray,  in  reply,  said  that  with  reference  to  Prof. 
Simpson's    inquiry   as   to   the    effect  of    electrical    treatment  un 
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cellulitis,  he  bad  reported  one  case  in  which  an  extensive  cellulitic 
deposit  had  been  removed  ;  and  in  a  report  on  the  cases  he  bad 
treated  within  the  past  four  years,  which  he  hoped  soon  to  present, 
he  should  record  another  in  which  a  large  mass  had  also  dis- 
appeared under  a  comparatively  small  number  of  applications. 
He  had  some  difficulty  in  uiAderstanding  Dr  Berry  Hart's  position 
in  regard  to  such  cases  of  iibroids  as  the  one  just  recorded.  Did 
Dr  Hart  mean  to  say  that,  ir^  the  case  of  a  woman  with  a  steadily- 
increasing  bleeding  fibroid,  which  had  proved  obdurate  to  all  the 
other  remedies,  we  should  simply  say  to  her,  "Well,  some  of  these 
tumours  diminish  without  ^ny  treatment  at  all,"  and  depart? 
That  seemed  to  him  to  be  the  practical  outcome  of  Dr  Hart's 
criticism.  On  the  other  hand,  he  (Dr  Murray)  would  like  to 
emphasize  the  fact  that  he;re  was  a  woman  in  whom  a  fibroid 
tumour  had  steadily  grown  fbr  many  months,  in  spite  of  the  fact 
that  the  hot  douche  and  ergojt  had  been  applied  without  inter- 
mission, and  who  for  nearly!  six  months  had  been  practically 
bed-rid  ;  and  yet  who,  in  less^  than  a  month  after  the  electrical 
treatment  had  been  begun,  wast  able  to  move  about  freely  without 
any  pains  to  speak  of,  and  in  vyhom,  in  about  twelve  mouths,  the 
tumour  had  })ractically  disap^beared.  He  left  such  a  result  to 
speak  for  itself.  As  regards  V  curetting,  his  experience  differed 
from  that  of  Dr  Hart.  He  bad  had  several  cases  in  which 
curetting  had  failed  to  cure  endometritis,  and  he  mentioned  one  in 
which  curetting  on  four  severai^  occasions  liad  been  followed  by 
pregnancy  and  abortion  at  the  ttdiird  month.  In  less  than  a  year 
after  electrical  treatment  she  'had  been  confined  of  a  child  at 
term.  He  strongly  held  that  e;lectricity  was  a  means  of  curing 
certain  cases  of  endometritis  whlich  had  resisted  the  most  careful 
and  skilful  use  of  the  curette.  \  As  to  the  dangers  of  electrical 
treatment,  he  would  like  to  sayf  that  in  skilful  hands  they  were 
very  trifling  indeed.  He  had  malde  nearly  3000  a])plications,  and 
with  the  exception  of  the  first  cqtse  which  came  under  his  care,  he 
had  never  any  cause  for  the  leastfe  anxiety.  He  did  not  attempt  to 
answer  Dr  Haig  Ferguson's  query?:  as  to  what  would  happen  in  the 
case  of  a  sound  passed  through  tli  le  wall  of  the  uterus.  He  could 
not  conceive  that  any  one  fit  to  be'  trusted  with  a  sound  could  ever 
make  such  a  blunder,  and  there  ' -vas  no  doubt  that  the  passing  of 
the  sound  in  many  of  these  cases  )required  care  and  skill,  but  that 
it  could  be  accomplished  without  1 'larm  his  experience  had  proved. 

VII.  NOTES  OF  A  CASE    IN  W  HIGH  PREMATURE  LABOUR 
WAS   INDUCED   FOR    CONTR'ACTED   PELVIS   (Use   of  Gi,y- 

CKIUNE    InTRA-UtkKINE    INJECTIONS  ^  AND  ChaMPETIER  DE  RiBEs's  Bag). 

By  J.  W.  Ballantyne,  M.D.\  F.R.C.P.  Ed.,  F.R.S.E. 

On  January  15th,  1894,  Dr  A.  a  King  Mill  of  Kirriemuir  sent 
Mrs  A.  to  be  under  my  care,  with  tlvic  recommendation  that  prema- 
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ture  labour  should  be  induced,  as  her  last  child  had  to  be  destroyed 
on  account  of  the  contracted  state  of  the  maternal  passages. 

Clinical  History. — I  saw  Mrs  A.  on  January  16tli,  and  obtained 
from  lier  the  following  clinical  details.  She  was  42  years  of  age, 
of  medium  height,  and  showed  no  obvious  deformity.  It  could  be 
seen,  however,  that  she  had  an  abdominal  enlargement,  suggesting 
that  she  was  near  the  full  term. 

She  was  one  of  a  family  of  twelve  ;  she  had  nine  sisters  and  two 
brothers.  Her  eldest  sister  was  living,  had  a  large  family,  and  had 
not  had  difficult  labours.  The  next  member  of  the  family,  a 
female,  had  had  two  living  children  and  a  miscarriage,  and  had 
died  in  a  "  decline."  The  third  was  the  patient  herself.  The 
fourth  had  died  in  childbed  from  "  inflammation,"  which  came  on 
on  the  second  day  of  the  puerperium,  and  proved  fatal  on  the 
tenth.  The  fifth  was  also  married,  and  had  two  of  a  family;  and 
the  sixth  had  one  child.  The  seventh  was  not  yet  married.  The 
eighth,  a  male,  had  died  in  America.  The  ninth,  also  a  male,  was 
alive  and  healthy.  The  tenth,  eleventh,  and  twelfth  were  unmar- 
ried girls,  of  whom  the  eldest  was  20  years  old.  In  none  of  her 
brothers  and  sisters  were  there  any  signs  of  rickets.  The  sister  who 
died  in  childbed  had  a  normal  labour  with  a  living  infant ;  but 
diphtheria  was  discovered  on  the  second  day  of  the  puerperium, 
and  proved  fatal. 

The  patient  herself  first  menstruated  when  15,  and  was  always 
regular.  She  was  married  when  27  years  old.  Her  first  labour 
was  tedious,  but  ended  naturally ;  the  infant,  a  male,  has  since 
died.  Her  second  confinement  also  required  no  interference,  and 
the  child,  a  girl,  is  still  living.  The  third  child,  a  girl,  was  born 
alive  by  means  of  turning,  and  is  alive  now  ;  she  was  attended  in 
this  confinement  and  in  the  subsequent  four  by  Ur  Mill.  The 
fourth  labour  required  chloroform  and  long  forceps  ;  the  infant,  a 
boy,  was  born  alive.  The  fifth  confinement  was  similar.  In  her 
sixth  labour,  long  forceps  were  also  needed ;  and  the  child,  a  girl, 
lived  only  two  or  three  hours.  Concerning  her  seventh  confine- 
ment, Dr  Mill  tells  me  that  when  he  reached  her  (she  lived  many 
miles  away  from  Kirriemuir)  the  head  was  lying  at  the  brim  and 
was  fixed  there.  The  pains  were  very  severe,  and  the  woman  was 
nearly  exhausted.  Chloroform  was  given,  and  the  child  was  broken 
up  and  delivered  with  great  difficulty.  It  was  a  very  large  boy. 
Peritonitis  came  on  immediately  after  labour,  and  the  patient  lay 
between  life  and  death  for  a  fortnight.  Venous  thrombosis  affect- 
ing the  right  leg  was  also  present,  and  the  patient  recovered  in  an 
almost  miraculous  manner. 

I  first  saw  Mrs  A.  on  January  IGth,  when  she  told  me  tliat  she 
considered  herself  not  more  than  a  month  from  tiie  full  time.  Her 
menstrual  history,  however,  was  not  very  clear.  She  menstruated 
in  May  1893,  and  did  not  again  see  anything  till  July  9th,  when 
she  lost  a  considerable  quantity  of  blood.     She  had  considered  her- 
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self  as  prei^nant,  and  continued  to  think  so  notwithstanding  tlie 
hi^niorrliagic  discharge  on  July  9th.  She  did  not  feel  "life"  till 
the  beginning  of  November, — the  sixth  month  after  conception  if 
we  accept  the  view  of  the  mother,  the  fourth  if  we  believe  that 
impregnation  did  not  occur  till  after  the  July  hfeniori'liage.  She 
reported  her  condition  to  Dr  Mill  about  the  end  of  December,  for 
she  had  been  warned  not  to  wait  for  confinement  at  the  full  term. 

Condition  on  January  XWi. — The  general  condition  of  the  patient 
was  fairly  good,  but  bronchitic  rales  were  to  be  heard  over  both 
lungs.  The  heart-sounds  were  normal,  and  the  urine  showed 
nothing  unusual  on  analysis.  Her  appetite  was  good,  but  she 
suffered  from  troublesome  constipation. 

The  breasts  showed  the  usual  signs  of  pregnancy.  The  abdominal 
enlargement,  from  the  upper  border  of  the  symphysis  to  that  of  the 
uterus,  measured  between  6J  and  7  inches  (17  cms.).  Palpation 
revealed  the  presence  of  the  foetal  head  at  the  pelvic  brim  ;  the 
limbs  were  felt  on  the  left  side  ;  and  the  pelvic  extremity  of  the 
infant  lay  upwards  at  the  right  side.  The  foetal  heart  was  most 
distinctly  heard  in  the  middle  line  just  below  the  umbilicus.  The 
interspinous  diameter  was  9  inches,  and  the  intercristal  10  inches. 
The  external  conjugate  was  a  little  over  7  inches,  and  tbe  inter- 
trochanteric diameter  Vl\  inches  (31  cms.).  The  vaginal  examina- 
tion showed  that  the  cervix  uteri  was  situated  high  up  and  to  the 
front,  so  that  it  could  only  be  felt  with  difficulty.  It  seemed  as  if 
it  were  jammed-  in  between  the  symphysis  pubis  in  front  and 
something  which  could  not  be  readily  felt  behind.  I  made  several 
attempts  to  measure  the  diagonal  conjugate,  but  was  not  very  suc- 
cessful, foi-  I  could  not  get  the  cervix  pushed  out  of  the  way,  and, 
further,  the  promontory  of  the  sacrum  appeared  to  be  situated  at 
an  unusually  high  level.  On  one  occasion,  however,  and  not  with- 
out some  pain  to  the  patient,  I  managed  to  take  the  measurement 
of  the  diagonal  conjugate,  and  found  it  3  inches  (7'8  cms.).  The 
external  pelvic  measurements  made  me  doubtful  as  to  the  accuracy 
of  this  observation,  which  of  course  carried  with  it  the  conclusion 
that  the  conjugata  vera  could  be  no  more  than  2J  inches  ;  but  sub- 
sequent measurements  made  during  and  after  labour  proved  that 
it  was  substantially  correct.  The  diameters  within  the  pelvis  and 
at  the  outlet  were  all  slightly  less  than  usual,  but  when  it  was 
borne  in  mind  that  the  patient  was  only  5  ft.  \\  in.  in  height, 
these  latter  measurements  could  scarcely  be  called  abnormally  small. 

From  the  history  of  the  case,  and  from  the  physical  examination, 
I  came  to  the  conclusion  that  the  patient  was  approaching  the  end 
of  the  seventh  month  of  pregnancy,  and  that  she  iiad  a  contraction 
of  the  pelvic  brim  sufficient  to  warrant  the  induction  of  premature 
labour  in  the  interests  of  both  mother  and  child.  I  was  quite  at  a 
loss  to  ex])lain  the  cause  of  the  contracted  brim,  for  it  was  difficult 
to  make  the  history  of  the  case  and  the  measurements  of  the  pelvis 
fit  in  with  any  of  the  well-known  deformities,  e.g.,  the  rachitic, 
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osteomalacic,  or  justo-niiiior ;  but  there  was  no  doubt  about  the 
existence  of  a  serious  degree  of  shortening  at  the  brim,  and  tlie 
line  of  treatment  was  evident. 

Progress  of  Case. — I  continued  to  see  her  at  intervals  of  a  few 
days.  Under  treatment  her  chronic  bronchitis  greatly  improved, 
the  cough  disappearing  almost  entirely.  Some  puffiness  round  the 
ankles,  especially  the  right,  showed  itself,  and  was  usually  most 
marked  in  the  morning ;  but  her  urine  continued  normal.  The 
uterine  swelling  was  measured  from  time  to  time,  and  showed  a 
regular  and  steady  increase ;  it  grew  at  the  rate  of  half  an  inch  a 
fortnight,  and  about  the  second  week  of  February  the  distance 
from  the  symphysis  pubis  to  the  uterine  fundus  was  a  little  over 
1\  inches.  By  this  time,  also,  the  bowels,  which  had  been  trouble- 
some, were  in  good  order.  I  decided  to  induce  labour  on  February 
loth,  a  month  after  her  arrival  in  Edinburgli,  when  the  pregnancy, 
according  to  our  calculation,  was  about  220  days  old. 

IndiLctioii  of  Premature  Labour. — All  the  usual  preparations 
were  made,  an  incubator  was  prepared  for  the  child,  and  strict 
antiseptic  precautions  were  taken.  As  there  were  no  reasons  for 
haste  I  determined  to  try  the  use  of  intra-uterine  injections  of 
glycerine  introduced  by  Pelzer,  and  employed  with  success  by 
Prof.  A.  E.  Simpson  (Edin.  Med.  Journ.,  April  1893)  and  others. 
Accordingly,  at  11  a.m.  on  February  loth,  an  injection  of  about 
2  oz.  of  g-lycerine  was  made,  by  means  of  a  syringe,  through  the 
cervix  into  the  lower  uterine  segment,  and  a  glycerine  plug, 
extending  into  the  cervical  canal,  was  placed  in  the  vagina.  The 
cervix  was  sufficiently  soft  to  allow  the  passage  of  the  narrow 
nozzle  of  the  glycerine  syringe.  At  2  P.M.  the  procedure  was 
repeated,  again  at  4  p.m.,  and  again  at  8  p.m.  Not  the  slightest 
inconvenience  was  suffered  by  the  patient,  and  not  the  slightest 
sign  of  uterine  action  elicited.  The  cervix  uteri  was  no  softer  than 
when  the  first  injection  was  given  and  the  cervical  canal  was  no 
larger.  An  antiseptic  vaginal  douche  was  given,  and  no  further 
operative  interference  was  attempted  till  the  following  day.  She 
did  not  sleep  well  on  account  of  severe  neuralgia  in  one  side  of  the 
head,  and  nausea,  perhaps  due  to  absorption  of  glycerine. 

On  the  next  day  I  proceeded  to  dilate  the  cervix,  first  with 
Hegar's  dilators,  and  second  with  Champetier  de  Kibes's  bag.  The 
patient  was  suffering  a  good  deal  from  headache  and  bilious 
vomiting.  Beginning  with  a  No.  6  Hegar  dilator,  I  gradually 
distended  the  cervical  canal  till  a  No.  12  could  pass  easily  in.  At 
7  P.M.,  there  being  still  no  signs  of  labour,  I  introduced  the  empty 
Champetier  de  Eibes's  bag,  by  means  of  the  special  separable 
forceps  provided  for  the  purpose,  well  within  the  os  internum.  On 
account  of  the  previous  dilatation  with  the  Hegar's  there  was  no 
difficulty  in  its  introduction.  The  forceps  were  then  unlocked, 
some  water  was  forced  into  the  bag  by  means  of  a  Higginson 
syringe,  and  first  one  blade  and  then  the  other  of  the  forceps  was 
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withdrawn.      I    now  injected  six    syringefuls  of  water   into    the 
dilator,  having  previously  ascertained  by  experiment  that  it  needed 
twelve  syringefuls  completely  to  distend  tlie  bag.     Now,  for  the 
first  time,  at  about  7'30  p.m.,  uterine  action  began,  and  soon  regular 
pains  were  following  one  another  in  rapid  succession.     From  time 
to  time  more  water  was  forced  into  the  bag,  and  the  nurse  was 
instructed    to    make    occasional  traction  upon  it.      At  midnight 
dilatation  was  complete,  and  when  tlie  bag  was  withdrawn  the  head 
could  be  felt  lying  transversely  at  the  brim,  with  the  occiput 
pointing  to  the  right  side.     It  could  also  be  readily  felt  that  we 
had  to  do  with  a  pelvic  brim  greatly  contracted  in  the  true  conju- 
gate.    On  this  account,  and  because  the  head  showed  no  tendency 
to  engage,  although  the  pains  were  strong  and  regular,   I  deter- 
mined to  perform  version.     With  the  help  of  my  friend  Dr  John 
Stevens,  the  patient  was  anaesthetized.      Recognising  that  there 
might  be  great  difficulty  in  the  extraction  of  tlie  head,  I  made  pre- 
parations  for   the    performance    of    symphysiotomy    if  it    were 
required.      The  membranes  were  now  ruptured,  the  right  hand 
passed  up  on  the  left  side  of  the  pelvis,  and  the  right  foot  of  the 
child  (which  lay  posteriorly)  seized  and  brought  down.     The  left 
foot  was  treated  in  the  same  way.     During  version  it  was  recog- 
nised that  the  conjugata  vera  measured  a  very  little  over  2^  inches, 
that  the  pelvic  brim  was  moderately  roomy  at  the  sides,  and  that 
the  Champetier  de  Eibes's  bag  had  most  completely  and  effectually 
dilated  the  cervix  and  lower  uterine  segment,  making  operative 
interference  comparatively  easy.     The  extraction  of  the  infant  was 
proceeded  with,  and  the  arms,  whicli  had  slipped  up  at  the  sides  of 
the  pelvic  brim,  were  brought  down.     There  was  much  difficulty 
in  getting  the  head  past  the  brim,   but  by  means   of  prolonged 
traction  with  the  right  hand  over  the  nape  of  the  neck  and  the 
fingers  of  the  left  over  the  chin  and  in  the  mouth  (Veit's  method), 
the  infant  was  extracted,  the  face  passing  over  the  perineum.     The 
infant,  a   female,   was   resuscitated  without  much  difficulty,  but 
was  manifestly  feeble,  and  did  not  respire  satisfactorily.     It  was 
put  in  the  incubator  and  surrounded  by  hot  bottles. 

After  the  birtli  of  the  child  the  cord  was  tied  and  cut,  and  the 
placenta,  which  was  small  but  had  a  normal  appearance,  was 
removed.  An  intra- uterine  antiseptic  douche  was  given  and  a 
pledget  of  iodoform  gauze  placed  at  the  vulva.  The  patient,  who 
had  been  very  sick  during  labour,  showed  no  abnormal  symptoms 
on  coming  out  of  the  chloroform.  The  uterus  contracted  well,  and 
there  was  no  post-partum  haemorrhage.  The  baby  was  born  at 
1'45  A.M.  February  17th,  six  and  three-quarter  hours  after  the 
introduction  of  the  Champetier  de  Eibes's  bag  and  the  induction 
of  labour  thereby. 

The  infant,  which  was  weakly  from  the  first,  moaned  incessantly 
during  the  night,  and  died  at  9  o'clock  on  the  following  morning. 
It  was  15|  inches  in  length,  had  a  head  circumference  of  11 1 
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inches,  a  bi-parietal  diameter  of  3|  inches,  and  a  bi-teniporal  of  a 
little  over  2^  inches.  At  the  time  of  birth  the  head  sliowed  con- 
siderable compression  laterally. 

Pueiyerium. — The  patient  suffered  from  little  or  no  after-pains, 
and  there  was  scarcely  any  lochial  discharge  for  the  first  two  days ; 
but  thereafter  recovery  was  uninterrupted  and  rapid.  There  was 
no  trouble  with  the  breasts,  and  the  temperature  never  rose  above 
99°  Y.  The  following  chart  gives  the  pulse  and  temperature  for 
the  first  ten  days  of  the  puerperiuni : — 


Date. 

Pulse. 

Morn.           Even. 

^eb.  17. 

90             80 

„     18. 

75             80 

„     19. 

76             80 

„     20. 

80             80 

„     21. 

80             80 

22. 

75             80 

l     23. 

80             80 

»     24. 

75             78 

„     25. 

75             80 

„     26. 

75            75 

Temperature. 

Morn. 

Even. 

99° 

98°-6 

98 

98-4 

98-2 

98-2 

98-4 

98-4 

98-4 

98-4 

98 

98-4 

98-6 

99 

98 

98-4 

98 

98-4 

98 

98-2 

Nearly  three  weeks  after  labour,  during  a  troublesome  attack  of 
constipation  the  patient  felt  something  slip  down,  and  on  making 
a  vaginal  examination  I  found  that  the  uterus  had  fallen  down 
below  the  projecting  lumbo-sacral  promontory  and  was  lying  in  the 
pelvis,  retroflexed.  It  was  replaced  with  difficulty,  and  the  patient 
may  need  to  wear  a  ring  pessary.  It  is  now  nearly  a  mouth  since 
labour  was  induced,  and  Mrs  A.  is  returning  to  her  home  in  a  few 
days. 

Remarks. — The  first  point  of  interest  in  this  case  is  the  cause  of 
the  pelvic  contraction.  The  external  measurements  did  not  lead 
me  to  expect  so  great  a  shortening  of  the  true  conjugate  as  was 
found  at  the  time  of  labour ;  but  the  fact  that  the  diagonal  con- 
jugate measured  only  7'8  cms.  made  me  suspect  that  I  had  to  do 
with  a  considerable  degree  of  contraction.  At  first  I  was  inclined 
to  think  that  the  deformity  of  the  brim  was  due  to  rickets ;  but 
the  patient's  obstetrical  history  (gradually  increasing  difficulty  in 
successive  labours),  the  absence  of  rachitic  changes  in  the  false 
pelvis  and  elsewhere,  and  the  good  record  of  personal  and  family 
health,  made  me  incline  to  abandon  this  view.  The  obstetrical 
history  in  some  ways  resembled  that  in  osteomalacia ;  but  there 
were  no  other  signs  of  that  disease,  and  the  pelvis  certainly  did 
not  show  the  typical  malacosteon  deformation.  The  question  of 
spondylolisthesis  then  presented  itself.  The  patient  recollected 
that  soon  after  her  marriage  she  fell  down  a  ladder  and  injured  the 
lower  part  of  her  back;  for  some  days  there  was  considerable 
bruising  over  the  upper  part  of  the  sacrum.     Further,  the  internal 
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palpation  of  the  pelvis  during  labour  suggested  spondylolisthesis 
to  my  mind,  for  the  finger  following  up  the  sacral  curve  was 
arrested  at  the  promontory  by  an  excessive  and  sharply-marked 
bulging  forward  of  the  bone  at  that  point.  On  the  other  hand, 
the  vertebral  column  was  quite  normal,  and  there  was  no  marked 
sinking  in  of  the  last  lumbar  vertei^ra?.  The  obstetrical  history  of 
the  patient,  and  especially  the  gradually  increasing  difhculty  of  the 
labours,  along  with  the  nearly  normal  length  of  the  external  con- 
jugate, made  the  supposition  of  the  existence  of  a  simple  flat  pelvis 
difficult  of  acceptance.  Tliere  remains  the  view  that  here  we  had 
to  do  with  an  osseous  or  cartilaginous  tumour  growing  forwards 
from  the  first  sacral  or  last  lumbar  vertebra,  or  from  the  inter- 
vertebral disc  between  them,  and  I  am  inclined  to  attach  more 
weight  to  this  theory  than  to  any  of  the  others.  The  future 
history  of  the  case  may  serve  to  clear  up  this  most  interesting 
question. 

The  second  point  of  interest  refers  to  the  choice  of  operation. 
The  history  of  the  patient,  and  the  fact  that  in  her  last  confinement 
craniotomy  had  to  be  performed,  made  it  imperative  that  on  this 
occasion  some  interference  should  take  place.  The  patient  herself 
was  very  anxious  to  have  a  living  infant ;  but  as  she  already  had 
four  living  children,  this  desire  was  not  allowed  to  outweigh  all  the 
others.  Both  Dr  Mill  and  I  were  of  opinion  that  the  induction  of 
premature  labour  would  be  the  safest  method  of  interference  as 
regarded  the  mother,  and  would  also  give  a  fair  chance  of  life  for 
the  infant.  So  both  symphysiotomy  at  the  full  term  and  Csesarean 
section  were  abandoned. 

Third,  with  regard  to  the  choice  of  a  date  for  the  induction  of 
labour  I  was  in  considerable  doubt.  The  menstrual  history  was 
obscure,  but  external  measurements  from  symphysis  pubis  to 
uterine  fundus  led  me  to  think  tliat  on  February  15th  the  preg- 
nancy was  between  7|  and  8  months  old,  and  I  decided  to  induce 
labour  then.  Had  I  been  sure  about  the  accuracy  of  my  measure- 
ment of  the  diagonal  conjugate  at  that  time  I  should  have  induced 
labour  a  week  or  ten  days  earlier ;  but  I  did  not  expect  from  the 
other  measurements  to  find  a  conjugata  vera  of  only  2i  inches.  I 
could  get  no  data  to  lead  me  to  a  conclusion  regarding  the 
menstrual  cycle  day,  for  the  patient  absolutely  could  not  tell  me 
what  day  of  the  week  her  menstrual  flow  usually  began.  Suspecting, 
therefore,  a  conjugata  vera  of  between  2|  and  3  inches,  I  induced 
labour  at  what  I  judged  to  be  about  7f  months  (220  days). 

Fourth,  with  regard  to  the  method  of  induction  of  labour 
employed,  I  determined,  as  the  case  did  not  demand  haste,  to  give 
a  fair  trial  to  the  use  of  intra-uterine  injections  of  glycerine.  I 
must  confess  that  the  result  disappointed  but  did  not  altogether 
surprise  me,  for  in  two  other  cases  of  labour  in  which  I  had 
employed  this  method  it  had  proved  unsatisfactory.  The  glycerine 
injections  having  failed,  I  gladly  gave  a  trial  to  the  use  of  the 
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Cliampetier  de  Eibes's  ba<:f  so  lately  described  in  a  paper  read 
before  tiiis  Society  by  Dr  Haultain.  The  result  justified  all  that 
has  been  said  in  favour  of  this  instrunieut.  Labour  pains  at  once 
followed  its  introduction,  and  the  complete  dilatation  of  the  lower 
uterine  segment  brought  about  by  its  presence  greatly  facilitated 
the  subsequent  manual  interference,  and  materially  contributed  to 
the  successful  completion  of  the  labour. 


Dr  Haultain  said  it  was  gratifying  to  him  to  find  that  not  only 
had  Dr  Ballantyne  been  inducetl  to  use  Champetier's  bag,  but  that 
the  result  had  been  so  eminently  satisfactory.  It  entirely  agreed 
M'ith  his  own  experience ;  for  since  reading  the  results  of  his 
experience  to  the  Society,  he  had  had  to  induce  labour  in  two 
cases,  in  both  of  which  the  bag  had  given  the  greatest  satisfaction. 


VII.  THE  THIRD  STAGE  OF  LABOUR. 

By  Dr  Giacomo  Emilio  Curatulo,  Professore  pareggiato  in  Ostetricia  e 
Ginecologia  nella  E.  Universita  di  Roma. 

A  Clinical  Research  and  Critical  Study  regarding  the  Mechanism  of 
the  Placental  Detachment. 

Thk  study  of  the  physiological  mechanism  which  causes  the 
detacliment  of  the  placenta,  far  from  being  a  subject  only  of 
theoretical  value  which  satisfies  the  curiosity  of  those  who  are  fond 
of  scientific  investigation,  presents  on  the  clinical  side  features  of 
much  practical  importance. 

The  last  stage  of  labour,  " le  couronnement  de  Vedifice"  a  most 
interesting  problem  of  mechanics,  has,  indeed,  given  occasion  to  a 
long  and  vivacious  discussion.  It  was,  in  fact,  evident  that  the 
disagreement  existing  on  the  field  of  theory  should  reflect  on  the 
clinical  one,  and  consequently  render  difficult  and  uncertain  the 
task  of  the  young  practitioner  in  the  management  of  this  stage  of 
labour. 

But  if  in  this  disagreement  regarding  the  interpretation  of  the 
physiological  process  of  the  detachment  is  to  be  sought  the  true 
cause  of  the  uncertainty  and  disagreement  in  practical  work, 
what,  on  the  other  hand,  might  be  asked,  are  the  causes  by  which 
the  knowledge  of  the  mechanism  of  the  placental  detachment  are 
rendered  so  difficult?  They,  it  seems  to  me, are  two:  one  is  to  be 
ascribed  to  the  impossibility  of  observing  de  visu  and  in  an  incon- 
testable manner  the  phenomenon  of  the  detachment  in  the  living 
woman  ;  the  other,  it  would  seen),  is  due  to  what  is  not  seldom 
observed  in  the  long  debates  and  scientific  controversies, — i.e.,  the 
tendency  of  being  too  hasty  in  limiting  the  attention  to  one  cause, 
excluding  absolutely  any  otliers.  The  phenomenon  of  the  detach- 
ment of  the  fcetal  annexa,  for  obvious  reasons,  is  beyond  the  limit 
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of  our  direct  investigation,  and  we  are  in  possession  of  very  few  ana- 
tomical facts  bearing  on  the  third  stage  of  labour,  except  Pestalogga's 
and  those  lately  published  by  I'inard  and  Vainier.  A  complete 
study  of  the  delivery  of  the  placenta  is  therefore  difficult  and 
complex,  more  especially  if  to  the  difficulties  inherent  to  the 
argument  are  added  the  confusion  which  results  to  him  who 
peruses  the  rich  and  discordant  literature  of  the  subject. 

In  this  paper  I  shall  begin  with  making  a  critical  study  of  the 
literature.  After  a  criticism  of  the  various  theories  in  vogue,  we 
shall  try  to  give,  on  the  basis  of  some  clinical  investigations,  a 
correct  interpretation  of  the  physiological  mechanism  of  the 
detachment  of  the  placenta.  Besides,  I  shall  make  some  remarks, 
based  upon  histological  investigation,  regarding  the  layer  of  the 
decidua  through  which  separation  of  the  membranes  occurs. 

After  the  expulsion  of  the  foetus  and  liquor  amnii  there  follows 
the  third  stage  of  labour,  during  which  the  annexa  of  the  foetus, — 
i.e.,  placenta  and  membranes, — are  expelled  from  the  uterine  cavity. 
Freeland  Barbour  considers  this  stage  as  a  labour  in  mi7iiature, 
and  defines  it  second  labour  in  miniature.  Tliis  comparison,  how- 
ever, has  not  escaped  Berry  Hart's  sharp  criticism,  who  justly 
remarks  that  whereas  in  the  third  stage  of  labour  we  have  separa- 
tion and  expulsion,  in  the  first  and  second  expulsion  only  occurs, 
if  there  is  not  taken  into  account  the  separation  of  membranes  in 
the  inferior  segment  of  the  uterus. 

For  descriptive  purposes  the  third  stage  has  been  divided  into 
three  periods.  The  first  one  includes  the  placental  detachment 
from  the  uterine  wall ;  the  second,  the  passage  from  the  area  of 
contraction  into  the  inferior  segment  or  into  the  vagina ;  the  third, 
the  ex])ulsion  from  the  genitals.  This  division  is  a  purely  arbitrary 
one.  The  placenta,  in  fact,  in  most  cases  during  the  period  that 
it  is  breaking  the  ties  which  keep  it  adherent  to  the  uterine  wall, 
or  in  other  words,  whilst  it  separates  from  its  insertion,  is  descend- 
ing into  the  inferior  segment,  so  tliat  both  events  may  occur 
simultaneously. 

For  a  long  time  obstetricians  have  been  divided  into  two 
diametrically  opposed  camps  in  regard  to  the  mechanism  by  which 
the  placenta  is  detached  from  the  uterine  wall,  although  such 
disagreement  concerns  more  the  manner  of  expulsion  than  the 
mechanism  of  the  detachment.  On  one  side  stand  those  who 
believe  in  Baudelocque's  doctrine,  that  Schultze  claimed  as  his 
own;  on  the  other  side  are  all  the  others,  who  follow  Duncan's 
theory.  In  these  last  years  the  subject  has  been  the  aim  of  new 
studies  by  renowned  obstetricians.  Berry  Hart  and  Freeland 
Barbour  of  Edinburgh  have  put  forth  new  theories,  which  it  is 
necessary  to  consider  in  detail. 

When  we  go  back  to  more  remote  periods,  from  the  opposite 
views  that  prevailed  in  regard  to  the  management  of  the  third 
stage  of  labour,  it  may  easily  be  believed  how  equally  uncertain 
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must  have  been  the  opinions  then  existing  about  the  mechanism 
of  the  separation  of  the  placenta.  Whilst  Hippocrates  tauglit  that 
tlie  delivery  of  the  placenta  should  be  accomplished  as  soon  as 
possible,  those  who  followed  his  theory  endeavouring  to  succeed 
by  sliaking  the  body  of  the  woman,  making  tractions  on  the  cord, 
administering  emetics  or  sneezing  powders,  and  ordering  internal 
excitants ;  Soranus,  on  the  other  hand,  opposed  strenuously  these 
methods,  advising  the  practitioner  to  think  more  about  introducing 
the  hand  in  the  womb  and  drawing  out  the  placenta. 

Such  energetic  means  employed  to  finish  the  third  stage  of 
labour,  used  not  only  by  Hippocrates  and  Soranus,  but  also  in 
later  periods  from  the  times  of  Aristoteles,  ^tius,  Avicenna,  to 
that  of  Savonarola  in  1466,  are  but  a  necessary  consequence  of  the 
doctrine  then  taught  in  regard  to  the  mechanism  of  delivery.  In 
fact,  as  it  was  believed  that  it  was  not  the  uterine  contractions 
that  caused  the  birth  of  the  foetus,  but  that  the  latter  was  the  chief 
factor  in  birth,  it  was  logical  to  hold  the  opinion  that  the  expulsion 
of  the  placenta,  an  inert  body,  could  not  be  spontaneously  effected, 
and  that  therefore  the  interference  by  energetic  means  was  neces- 
sary. It  is  strange  that  such  erroneous  ideas  in  regard  to  the 
mechanism  of  labour  found  so  great  a  number  of  believers  when 
Galenus,  161  a.d.,  had  already  taught  that  the  foetal  expulsion  is 
the  consequence  of  the  contractions  of  the  transverse  and  longi- 
tudinal fibres  of  the  uterus,  helped  by  the  contraction  of  the 
abdominal  muscles. 

In  the  study  of  the  third  stage  of  labour  it  is  absolutely  neces- 
sary, as  Barbour  has  remarked,  to  distinguish  from  one  another 
two  distinct  questions,  viz.,  the  mechanism  of  the  placental  detach- 
ment, and  the  manner  of  expulsion.  This  is,  I  think,  not  quite 
sufficiently  kept  in  mind  by  those  who  have  discussed  and  treated 
this  subject. 

The  manner  of  expulsion  of  the  placenta  may  vary  for  various 
reasons,  among  which  must  be  marked  its  place  of  insertion,  its 
shape,  pathological  adhesions,  traction  on  the  cord,  and  shortness 
of  the  latter.  The  mechanism  of  the  detacliment,  and  tiierefore 
the  causes  that  produce  it,  must  always  be  the  same ;  but  this 
mechanism  is  different  according  to  the  place  of  insertion,  viz.,  on 
the  body  or  on  the  inferior  segment  of  the  uterus.  The  insertion 
of  the  placenta  on  the  latter  is  not  normal ;  and  Berry  Hart's 
opinion  that  the  mechanism  is  the  same  in  both  cases,  is,  I  think, 
not  in  accordance  with  our  knowledge  in  regard  to  tlie  mechanism 
of  labour,  if  we  refiect  on  the  opposite  functions  of  those  two 
segments  of  the  uterus  during  labour, — functions  that  are  in  such 
a  direct  antithesis  that  a  witty  French  accoucheur,  Auvard,  has 
defined  it  a  duel. 

So,  wliilst  we  admit  two  different  mechanisms  for  the  detachment 
of  the  placenta — i.e.,  one  natural  and  the  other  anomalous — several 
manners  of  expulsion  must  be  admitted ;  but  we  shall  return  to 
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this  point  afterwards.  It  seems  to  me  tliat  Matthews  Duncan 
fell  into  error  when  he  described  as  a  natural  mechanism  of  the 
detachment  what  was  one  of  the  methods,  perhaps  the  most  fre- 
quent, of  the  expulsion  of  the  placenta.  Other  authors  also,  in 
discussing  the  existing  views  regarding  the  third  stage,  considered 
two  theories  as  being  in  perfect  antithesis,  viz.,  Sciiultze's  and 
Duncan's.  When,  however,  we  read  tiieir  works  carefully)  we  see 
that  both  these  observers  agree  in  admitting  the  uterine  contraction 
and  retraction,  and  consequently  the  diminution  of  the  area  of 
insertion,  as  the  chief  cause  of  the  detachment  of  the  placenta. 
The  disagreement  between  them  is  in  regard  to  the  manner  of 
expulsion  and  the  quantity  of  blood  which  is  accumulated  between 
the  uterine  wall  and  the  placenta, — i.e.,  the  reb'ojjlaceiital  hcema- 
toma  {reiroplacentares  H'dmatom).  Whilst  this  is  not  admitted  by 
Duncan,  it  is  considered  by  Schultze,  and  especially  by  Ahlfeld,  as 
a  necessary  factor  in  normal  detachment. 

It  is  necessary,  therefore,  before  we  enter  on  the  discussion  of 
this  subject,  to  note,  in  order  not  to  fall  into  erroneous  interpreta- 
tions, that  we  do  not  use  the  word  "mechanism"  in  the  general 
obstetrical  sense, — i.e.,  to  indicate  the  successive  positions  which 
the  product  of  the  conception  and  its  annexes  gradually  occupy  in 
their  passage  through  the  pelvis.  Under  the  title  of  viccluuiism  of 
the  placental  detachrnent  we  mean  to  speak  of  the  causes  which 
produce  it  and  the  manner  in  which  they  act ;  whilst  under 
that  of  expulsion  we  shall  speak  of  the  several  metliods  by  which 
the  placenta  can  descend  from  the  uterine  cavity  into  the  vagina 
and  of  the  manner  in  which  it  presents  at  the  external  genitals. 

The  study  of  one  chapter  is  quite  distinct  from  the  other. 


It  has  been  said  that  Schultze  more  than  Baudelocque  had 
drawn  his  theory  from  the  master  of  the  latter,  Solayres.  Baude- 
locque, it  is  true,  does  not  consider  the  retroplacental  haematoma 
save  as  of  secondary  and  incidental  importance ;  but  neither  does 
Solayres  give  any  more  value  to  it.  It  was  Schultze  that  first 
called  the  attention  of  obstetricians  to  the  importance  of  the 
quantity  of  blood  that  constantly  accumulates  behind  the  placenta ; 
but  it  was  Ahlfeld  who  believed  most  strongly  in  the  part  it  played 
in  the  detachment  of  the  placenta.  Schultze,  speaking  of  the 
detachment  of  the  placenta,  says: — "The  pains  that  have  com- 
pletely expelled  the  foetus  cause  the  uterus  to  diminish  so  much 
that  the  placenta  in  most  parts  is  detached  from  the  uterine  wall. 
The  consecutive  pain  and  the  blood  that  abundantly  flows  from  the 
lacerated  veins  of  the  uterus  push  the  placenta  through  the  hole  of 
the  membranes,  and  it  is  expelled  with  the  fretal  surface  down- 
wards." Bamlelocque,  about  a  century  ago,  had  formed  the  basis  of 
the  theory  wliich  was  re-established  by  Schultze.     In  fact,  he  spoke 
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of  an  lipematic  accumulation  contained  between  tlie  placenta  and 
the  uterus,  wliicli  makes  it  swell,  when  the  separation  begins,  in 
the  centre,  but  he  did  not  give  to  it  any  importance  as  a  cause  of 
the  detachment,  and  he  wrote,  "The  uterus  is  the  chief  agent, 
and  its  action  alone  produces  the  detachment  of  the  placenta." 
Spaeth  agrees  with  Schultze,  but  he  assigns  more  importance  to 
the  contractions  :  "  Under  the  action  of  the  pains  the  uterus  gradu- 
ally lessens,  its  internal  surface  is  contracted,  and  thus  is  completed 
the  separation  which  in  the  precedent  stage  had  already  begun, 
and  which  smeared  with  blood  the  after-waters  ;  commonly,  the 
placenta  separated  at  its  centre,  its  foetal  surface  bulging  througli 
the  OS  uteri,  until  it  is  at  last  com[)letely  pushed  into  the  vagina." 

But  he  who  most  actively  upheld  the  Baudelocque-Schultze 
theory  was  Ahlfeld.  "  In  the  normal  separation  of  the  placenta," 
he  writes,  "it  is  the  centre  that  is  first  detached,  whilst  the  mar- 
ginal part  is  still  firmly  adherent.  At  the  placental  margin,  where 
the  decidua  rejlexa  thickens,  is  commonly  found  the  most  marked 
adhesion  ;  when  diminution  of  the  placental  area  of  the  uterine 
wall  takes  place,  the  centre  is  first  detached,  and  then  the  edge, 
which  is  more  adherent.  The  detachment  may  take  place,  the 
centre  being  pushed  out  towards  the  uterine  cavity,  so  that  there 
will  be  a  hollow  space  (^Hohiraum)  between  the  uterine  wall,  which 
is  contracted,  and  the  part  of  the  placenta  that  is  separated  from 
it,  and  this  space  must  necessarily  be  filled  up  by  aspiration.  Tlie 
blood  that  flows  comes  out  of  the  decidual  vessels.  I  have  designed 
this  accumulation  by  the  name  of  retroplacental  hcematoma.  It  is 
a  necessary  accompaniment  of  the  normal  detachment  of  the 
placenta :  '  j&r  ist  ein  nolkiveiidiges  attrihut  der  normalen  Placenta- 
losung.' " 

But,  besides  this,  it  is  to  be  noted,  Ahlfeld  admits  another  cause 
of  the  detachment, — i.e.,  the  diminished  contractive  power  of 
that  part  of  the  wall  to  wliich  the  placenta  is  attached,  as  a  result  of 
which  the  blood  contained  in  the  uterine  tissue,  in  consequence  of 
the  active  contraction  of  the  other  zones  of  the  uterus,  is  forced 
into  that  part  of  the  inner  surface  of  the  uterine  wall  which  con- 
tains most  vessels,  and  is  less  contractile, — i.e.,  the  area  of  insertion 
of  the  placenta.  He  inferred  this  fact  from  the  study  of  a  uterus 
cut  by  Porro's  operation.  Stratz's  section  of  a  woman  who  died 
from  eclampsia,  and  Pestalozza's,  may  seem  to  confirm  this  view. 
In  these  the  zone  of  the  uterus  where  tlie  placenta  was  inserted  is 
much  thinner  than  the  rest  of  the  uterine  wall.  The  same  thing 
is  seen  in  Pinard  and  Vernier's  recent  sections. 

It  is  known  that  several  obstetricians— among  them,  besides 
Ahlfeld,  may  be  quoted  Leopold,  Barbour,  and  Saenger— have  made 
use  of  uteri  obtained  through  Porro's  operation  for  the  study  of 
this  subject.  It  is,  however,  easily  understood  that  the  conditions 
which  these  observers  have  considered  were  very  different  from 
the  normal  conditions.     Saenger,  in  order  to  avoid  this  error,  pro- 
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posed  in  other  cases  of  Porro's  operations, — (1),  to  observe  the 
uterus  in  situ  and  not  out  of  the  abdominal  cavity  ;  (2),  that  no 
obstacle  should  be  made  to  the  circulation  (Hn.L,'ers,  elastic  bauds, 
etc.) ;  (3),  that  the  placenta  should  not  be  touclied  ;  (4),  that  thii 
process  of  the  detachment  should  have  been  left  entirely  to  itself; 
(5)  that  during  the  uterine  contraction  the  incision  should  be  closed 
by  the  hands.  But  notwithstanding  all  these  precautions,  we 
quite  agree  with  Champneys  that  such  conditions  are  always  far 
from  the  reality. 

Lemser,  making  experiments  on  rabbits,  held  that  the  separation 
mainly  occurs  on  account  of  the  dislocation  of  the  placenta  from 
its  insertion,  caused  by  the  ascending  and  descending  contractions 
of  the  womb ;  and  Eyish  described  a  circular  layer  of  fibres,  which 
lie  indicated  as  appointed  to  the  expulsion  of  the  placenta,  "  ad 
depulsionem  placenkc.^^ 

But  the  most  original  among  all  the  theories  put  forward  to 
explain  the  detachment  of  the  placenta  is  Berry  Hart's.  He  con- 
siders as  one  the  mechanism  of  the  placental  detachment,  whether 
the  insertion  be  on  the  body  of  the  uterus  or  on  the  infeiior 
segment.  The  separation  of  the  placenta,  Hart  affirms,  can  only 
occur  when  there  is  a  disproportion  between  the  placental  surface 
and  the  area  of  insertion.  Now,  this  disproportion  does  not  take 
place  during  the  uterine  contractions,  since  it  is  demonstrated  (he 
says)  by  Freeland  Barbour  that  a  diminution  in  the  area  of  inser- 
tion to  4  inches  does  not  produce  the  separation.  It  takes  place 
instead  from  the  elastic  recoil  that  follows  the  contraction.  On 
account  of  such  recoil  the  area  of  insertion  increases  somewhat, 
and  as  the  placenta  now  does  not  contain  any  more  blood,  or  little, 
it  does  not  follow  the  relaxing  uterus  ;  hence  a  disproportion  between 
the  area  of  insertion  and  the  placenta  occurs,  which  leads  to  the 
stretching  of  the  traheculcc  of  the  spongious  layer,  and  consequently 
to  their  rupture. 

If  it  be  asked  why  the  separation  does  not  take  place  during  the 
first  or  the  second  stage  of  labour,  Hart  has  answered  that  the 
modifications  in  the  area  of  insertion, — i.e.,  diminution  during  the 
contractions  and  relaxations  in  these  periods, — would  be  perfectly 
followed  by  the  placenta  on  account  of  the  maternal  and  foetal 
circulatory  activity.  During  the  third  stage  of  labour,  on  the 
other  hand,  the  foetal  circulation  is  stopped,  and  the  villi  lie  close 
to  one  another,  the  intervillous  spaces  being  much  diminished.  The 
placenta  becoming,  therefore,  during  tlie  third  stage  a  bloodless 
structure,  cannot  follow  the  increase  of  the  area  of  attachment 
which  follows  the  contraction.  In  accordance  with  this  method  of 
explaining  the  mechanism  of  detaclnnent,  Hart  has  proposed  special 
rules  for  the  management  of  this  stage  of  labour  (pp.  11-13,  "  Im- 
proved Method  of  Managing,"  etc.).  Although  seducing,  however, 
at  first  sight,  Hart's  theory  may  appear,  on  account  of  its  simplicity, 
and  because  it  reduces  to  uniformity  the  mechanism  of  detachment 
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for  different  kinds  of  placental  insertion,  it  is  open  to  criticism. 
]]arl)oiir  justly  observes  that,  although  from  anatomical  specimens 
it  appears  that  the  diminution  of  the  area  of  insertion  to  a  certain 
limit  (4  per  4|  inches),  does  not  produce  separation,  it  is  evident 
that  a  limit  must  exist,  beyond  which  the  aforesaid  diminution 
cannot  occur  without  separation,  and  it  is  perfectly  possible,  though 
not  yet  proved,  that  the  limit  of  4  per  4h  inches  is  near  the  limit 
where  the  separation  begins.  We  might,  Barbour  says,  make  a 
step  forward  and  say  that  such  a  diminution  prepares  the  way  to 
the  separation,  and  it  would  not  be  correct  to  affirm  that  the 
detachment  does  not  take  place  in  tiie  first  and  second  stage  of 
labour,  because  the  fatal  circulation  allows  the  placenta  to  expand, 
since  it  is  often  observed  that  the  placenta  remains  attached  in  cases 
in  which  the  fcetus  had  died  before  the  delivery,  and  in  which, 
therefore,  the  foetal  circulation  had  ceased,  as  has  been  demonstrated 
in  the  frozen  sections  of  Schroeder  and  Barbour. 

We  said  in  the  beginning,  that  while  the  frozen  sections  made 
in  a  considerable  number  of  cases  in  Germany,  Scotland,  and  Italy 
during  the  last  few  years,  while  they  have  thrown  much  light  on 
various  obscure  points  in  the  first  and  second  stages  of  labour, 
nothing,  or  very  little,  has  been  added  to  our  knowledge  of  the 
tliird  stage.  In  I'act,  the  splendid  sections  made  by  Barbour  and 
Webster  of  Edinburgh,  by  Braune,  Waldeyer,  Schroeder,  Winter, 
Chiari,  Saexinger,  Stratz,  Benkiser,  and  Hofmeier  in  Germany,  give 
no  information  regarding  the  detachment  of  the  placenta.  Pesta- 
lozza  of  Pavia  has,  however,  published  a  case  in  wliich  the  woman 
was  in  the  third  stage  of  labour.  It  was,  indeed,  the  only  case 
worthy  of  mention  published  before  Pinard  and  Varnier's  sections. 
The  two  sections  of  Stratz  were  made  on  uteri  removed  from  the 
pelvis,  one  of  which  was  a  case  of  placenta  prtevia,  the  other  a 
case  of  eclampsia,  and  in  the  latter  the  })lacenta  was  detached 
inferiorly. 

It  was  my  intention  to  practise  some  experiments  on  animals  ; 
but  on  the  one  hand  the  great  difficulties  to  procure  animals  of 
sufficient  size,  and  on  the  other  the  fact  that  the  results  obtained 
from  experiments  on  animals  might  not  be  in  accordance  with  the 
conditions  in  the  human  female,  led  me  to  give  up  the  idea.  I 
have,  therefore,  preferred  to  study  with  Prof.  Pasquali,  in  the 
Obstetrical  Clinic  of  Piome,  the  separation  of  the  placenta  in  a 
series  of  women  in  labour,  introducing  the  hand  into  the  uterine 
cavity  soon  after  the  expulsion  of  the  loetus.  No  doubt  our  manner 
of  inquiry  had  not  the  charm  of  novelty,  as  Lemser,  Schroeder,  and 
Cohn  had  already  made  experiments  in  the  same  manner,  but 
considering  the  difficulties  that  the  subject  presents  in  the  direc- 
tion of  undertaking  fresh  methods  of  investigation,  and  remember- 
ing the  disagreements  in  the  conclusions  of  the  aforesaid  authors, 
we  thought  it  worth  while  to  repeat  these  experiments  on  the 
livinu'  woman. 


140  THE  THIRD  STAGE  OF  LABOUR,  BY  PROF.  G.  E.  CUHATULO. 

Leniser  introduced  the  hand  into  tlie  uterus  in  168  cases,  and 
lie  fcnmd  in  71  per  cent,  tlie  placenta  separated  aiid  lying  inside 
the  external  os.  According  to  this  author,  therefore,  the  se]>aratiou 
of  the  placenta  should  be  complete  at  the  end  of  the  second  stage 
of  labour.  Next,  Schroeder,  experimenting  in  the  same  manner, 
])erceived  on  the  fcetal  surface  of  the  placenta  a  protuberance,  its 
centre  being  directed  towards  the  os  internum,  inverting  the  mem- 
branes. In  cases  quite  normal  he  found  the  blood  accumulated 
behind  the  placenta,  and  contained  in  the  inverted  membranes  ; 
exceptional!]/  he  saw  the  placenta  descend  hy  its  edge.  According 
to  the  same  author,  at  the  onset  of  the  first  pain  the  placenta 
became  thicker  and  more  protuberant. 

Cohn  agrees  in  finding  the  placenta  thickened  during  the  first 
contraction,  but  he  found  it  to  become  protuberant  in  the  subsequent 
pause  ;  in  other  words,  he  found  that  it  was  during  the  relaxation 
of  the  uterus  that  the  lipematoma  was  formed. 

For  brevity's  sake  we  shall  not  give  our  observations  in  detail, 
but  will  mention  the  conclusions  reached,  considering  them  in 
various  categories  according  to  the  situation  of  the  placenta.  We 
shall,  therefore,  divide  the  cases  as  follows: — (1),  Those  in  which 
the  placenta  was  attached  to  the  fundus  of  the  uterus  ;  (2),  those 
in  which  it  was  attached  to  one  of  the  walls  ;  (.3),  those  in  which 
it  was  found  already  having  descended  into  the  cervix. 

As  soon  as  the  fcetus  was  expelled  I  introduced  my  hand,  folded 
in  a  cone  shape,  into  the  uterine  cavity  under  the  guidance  of  the 
umbilical  cord,  avoiding  any  traction  on  it.  Such  expeiiments  we 
could  easily  practise,  specially  in  those  cases  in  which  the  woman 
was  under  the  influence  of  ana.'sthesia  (chloroform).  Touching  the 
amniotic  surface  of  the  placenta  and  the  place  of  its  insertion,  I 
remained  in  expectation  without  making  any  movement.  In  those 
cases  in  which  the  placenta  was  attached  to  thefundus  of  theuterus — 
and  they  happened  in  the  least  number  of  cases — we  perceived 
during  the  first  contraction  that  the  placenta  hardened,  the  surface 
remaining  rather  concave  ;  in  the  period  of  the  subsequent  calm  it 
became  softer,  extended  itself,  and  in  the  centre  it  was  clearly 
protuberant.  When  a  new  contraction  came  on,  the  said  pro- 
tuberance, formed  by  the  retroplacental  hsematoma,  became  more 
manifest,  and  gradually  separating  the  edges  and  membranes  from 
the  wall,  pushed  the  placenta  downwards,  so  that  it  was  expelled 
presenting  its  amniotic  face  forwards, — i.e.,  as  Schultze  described. 

It  was  different,  however,  when  the  insertion  was  attached,  as  in 
most  cases  it  was,  to  the  wall  of  the  uterus  below  the  fundus.  In 
these  cases,  at  the  first  pain  the  hand  felt  the  placenta  become 
more  rigid ;  but  in  the  period  of  the  subsequent  pause  it  was  no 
more  the  centre  that  became  prominent,  but  instead  it  was  a  zone 
of  the  placental  tissue  nearer  the  inferior  edge.  At  a  new  pain 
the  retroplacental  hsematoma,  after  having  broken  the  attachment 
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of  tlie  edge,  spread  between  the  uterine  wall  and  membranes, 
whilst  the  placenta  descended  in  a  sliding  fashion,  and  the  expul- 
sion took  place  in  the  manner  described  by  Duncan. 

In  some  cases,  it  is  to  be  noted,  in  which  some  adhesions  must 
evidently  have  existed  at  the  inferior  edge,  the  hsematic  accumula- 
tion under  the  action  of  the  contraction  expanded  itself  towards 
the  superior  edge.  In  a  case  in  wliich  such  adhesions  M'ere  some- 
what tough,  the  blood  diffused  itself  over  the  superior  half  of  the 
placenta,  detacliing  the  upper  edge,  so  that  it  was  expelled  sliding 
along  the  opposite  wall  of  the  uterus,  and  with  the  superior  edge 
downwards. 

In  other  cases  also  in  which  the  whole  margin  was  adherent,  the 
retroplacental  haematoma  made  the  placenta  assume  during  the 
])ain  a  greatly  convex  shape,  so  as  to  resemble  a  large  watch-glass. 
In  these  cases,  in  spite  of  the  lateral  insertion,  the  expulsion  was 
accomplished  with  the  foetal  i'ace  downwards. 

Finally,  in  a  third  class  of  cases,  the  placenta  was  already  com- 
pletely detached  and  lying  in  the  cervix.  These  cases,  however, 
were  very  rare,  occurring  almost  always  in  precipitate  deliveiies 
or  low  insertions  of  the  placenta. 

It  is  evident  that  our  clinical  researches  agree  with  Schroeder's, 
in  that  we  observed  the  placenta  tiiickening  and  hardening  during 
the  first  contraction.  We  disagree  with  him  in  regard  to  the  time 
of  formation  of  the  luematoma,  which  Schroeder  affirms  to  take 
place  during  the  first  pain,  and  not  in  the  subsequent  pause.  We 
rather  tend  to  agree  with  Cohn,  although  this  author  undoubtedly 
ascribed  too  much  importance  to  the  weight  of  the  placenta, 
whereas  we  believe  that  the  mechanism  of  the  detachment  is 
ciiiefiy  due  to  the  uterine  contraction  and  retraction.  The  retro- 
placental haeniatoma  is  a  necessary  consequence  of  the  laceration 
which  has  taken  place  through  the  vessels  of  the  decidua,  where 
the  placenta  is  generally  only  slightly  adherent;  and  the  blood 
accumulation  must  occur  during  the  pause  which  takes  place  after 
the  first  pain,  since  during  the  contraction  the  blood  cannot  fiow 
through  the  vessels  though  they  are  lacerated.  Such  a  blootl 
accumulation  cannot  be  considered  but  as  a  useful  factor  in  the 
detachment;  and  if  with  Pinard  and  Yarnier  we  believe  that  con- 
traction and  retraction  are  the  principal  causes  of  the  detaciunent,  it 
is  right  as  well  to  give  some  importance  to  the  blood  accumulation. 

Our  investigations,  and  the  theory  based  upon  tliem,  will  doubt- 
less be  criticised  by  Berry  Hart ;  but  I  would  ask  the  distingnishe«l 
obstetrician  and  gymecologist  of  Edinburgh,  by  whose  friendship  I 
feel  honoured,  if  it  is  necessary  to  resort  to  his  theory,  whereby  he 
desires  to  establish  as  an  ordinary  occurrence  what  takes  place 
only  in  anomalous  cases, — i.e.,  in  cases  of  anonuahms  insertion  of  the 
l)lacenta — when  it  is  known  that  the  uterine  walls  are  able  by  their 
contractions  to  expel  interstitial  or  submucous  tumours  of  con- 
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sideruble  size  ?  It  slioultl  not  be  difficult  to  understand  that  while 
this  occurs  in  the  case  of  large  and  often  tirnily  adherent  tumours, 
there  should  be  trouble  in  expelling  the  placental  cake.  Hart's 
theory,  indeed,  while  showing  the  skill  of  him  who  has  produced 
it,  cannot  be  easily  accepted. 

Moreover,  the  hypertrophy  and  the  hyperplasia  of  the  uterine 
fibres  during  pregnancy  are  certainly  much  more  favourable  to  my 
tiieory,  in  tiiat  tlie  contractions  have  more  expulsive  power.  If 
the  placental  cake  were  in  all  its  points  equally  adherent,  or,  as 
occurs  in  those  cases  in  which  it  is  of  a  very  small  size,  if  it  could 
separate  all  at  once,  then  probal)ly  no  retroplacental  haematoma 
will  be  observed.  But  as  its  surface  is  large  and  its  attachment 
to  the  uterine  wall  unequal  in  the  various  points,  it  happens  that 
at  the  onset  of  the  first  pain  the  places  more  yielding  and  less 
firmly  adherent  will  ])e  detached  tirst,  whilst  the  adherent  ones 
will  remain  firm ;  and  from  the  lacerated  vessels  during  the 
succeeding  pause  will  flow  blood,  which  will  be  accumulated 
between  the  placenta  and  the  uterus.  But  to  these  considerations, 
and  to  those  of  Barbour  in  contrast  to  Berry  Hart's  theory,  some 
otliers  may  be  added. 

For  what  reasons  must  we  admit  that  a  disproportion  on  the 
surface,  such  as  that  which  can  follow  the  relaxation  of  the  uterus 
after  the  contraction,  must,  as  Hart  assumes,  lacerate  the  trabecule 
of  the  spongy  layer,  when  it  is  demonstrated  that  a  diminution  of 
the  area  to  4  inches  does  not  produce  it  ?  May  the  slight  relaxa- 
tion be  really  compared  to  the  remarkable  and  forced  expansion 
that  the  inferior  segment  of  the  uterus  undergoes  during  the 
dilatating  period,  which  undoul)tedly  cannot  be  followed  by  the 
placental  tissue  ? 

We  have  already  said  that  to  the  contraction  and  retraction  of 
the  uterine  fibres  must  be  attributed  the  mechanism  of  the  detach- 
ment. But  what  is  to  be  understood  by  retraction  is  not  yet  well 
agreed  upon.  The  question  may  be  asked,  wliether,  after  the  pain 
has  ceased,  the  organ  will  completely  return  to  tlie  tirst  state  ?  To 
us  it  appears  more  in  accordance  with  facts,  that  a  certain  degree 
of  diminution  in  volume  and  surface  will  remain. 

We  have  here  a  muscular  hollow  organ,  which  at  a  certain 
moment,  and  for  causes  not  yet  perfectly  defined,  begins  to  con- 
tract for  tlie  purpose  of  delivering  itself  of  its  contents.  In  Pesta- 
lozza's  section  the  uterus  was  caught  at  tlie  moment  after  the 
expulsion  of  the  foitus,  when  no  contraction  has  as  yet  occurred  to 
start  the  separation  of  the  placenta.  In  this  case  there  was  no 
sign  of  separation,  neither  of  hiematoma  formation  between  the 
placenta  and  the  uterine  wall,  because  death  caught  the  wojnan 
just  soon  after  the  expulsion  of  the  foetus, — i.e.,  when  it  is  even 
clinically  known  that  the  uterus  is  in  a  state  of  repose.  But 
excluding  the  hypothesis  of  a  contraction,  Bestalozza  says  that  the 
cause  which  can  explain  the  considerable  diminution  of  the  uterus 
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is  the  uterine  retraction.  This  retraction,  which  he  attributes  to 
the  presence  of  elastic  fibres,  keeps  the  dimensions  of  the 
puerperal  uterus  diminished  even  when  the  contractions  are  nob 
present.  It  then  would  appear  logical  to  admit  also  that  the 
action  of  the  elastic  fibres  is  effective  during  tlie  labour  gradually 
as  the  uterus  is  emptied  of  its  contents. 

Another  question,  therefore,  arises,  viz.,  Whether  the  retraction 
is  quite  independent  of  the  contraction  ?  We  hold,  indeed,  as 
Barbour  does,  that  the  retraction  is  a  consequence  of  the  contrac- 
tion ;  for  although  the  former  is  due  to  the  presence  of  elastic 
fibres  in  the  uterine  structure,  yet  on  account  of  the  great  disten- 
tion to  which  the  uterine  walls  were  subjected  for  no  little  time, 
their  retractile  power  was,  if  not  entirely  destroyed,  certainly  much 
lessened.  The  inferior  segment  has  less  tendency  to  I'educe  its 
dimensions  than  the  body  of  the  uterus,  and  this,  it  seems,  does  nut 
occur  because  the  inferior  segment  is  furnished  with  less  number 
of  elastic  fibres  than  the  body  (at  least  it  does  not  appear  to  have 
been  demonstrated),  but  rather  because  during  the  dilating  period 
it  suffered  such  a  distention  that  the  power  of  the  elastic  tissue 
was  destroyed.  The  same  may  not  be  said  about  the  uterine  body, 
which  during  the  labour  has  an  opposite  function,  and  undergoes 
less  distention. 

Another  of  the  points  in  controversy  is  that  which  concerns  the 
])lacental  portion  that  separates  first, — i.e.,  Whether  it  be  the  centre 
or  the  peripheral  portion  ?  Eibemont  and  Cliampneys  tried  to 
settle  the  controversy  by  some  experimental  researches,  which, 
however,  did  not  represent  the  physiological  conditions.  Eibemont 
used  a  clay  placenta,  which  he  made  to  adhere  to  an  elastic  disc, 
distending  or  relaxing  this  latter,  which  in  the  experiment  repre- 
sented the  uterine  wall;  he  could  observe  the  portion  that  first 
detached.  Cliampneys,  instead,  used  pasteboard  discs  softened  in 
water,  which  by  means  of  starch  glue  he  made  adhere  to  little  bags 
of  elastic  gum.  Some  of  these  little  bags  were  strongly  distended, 
the  others  very  little.  Letting  the  air  out  from  the  former,  and 
blowing  the  latter  in  order  to  study  the  normal  detachment,  he 
found  that  in  cases  of  placenta  pnevia  detachment  occurred  always 
at  the  periphery,  as  Eibemont  had  observed.  Cliampneys' 
manner  of  experimenting  is  better  than  Eibemont's,  because  the 
detachment  can  be  effected  gradually,  and  also  the  surface  on  whicli 
the  jilacenta  inserts  has  a  curvature  similar  to  the  uterine  one. 
However  it  be,  it  is  certain,  as  Cliampneys  himself  noted,  that  such 
a  conclusion  would  suppose,  a  ijriuri,  a  uniform  adherence  of  the 
placenta  in  all  its  points ;  and,  on  the  other  hand,  uniform  to  the 
uterine  contractibility  and  retractibility,  which  is  not  so. 

As  in  most  cases  the  placental  edge  is  more  adherent,  either 
because  the  decidual  tissue  in  that  place  is  somewhat  thicker,  or 
because  that  zone  is  very  often  the  seat  of  infarcti,  it  woukl  appear 
that  the  separation  should  frequently  begin  at  the  centre.     Besides 
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this,  we  liolil  tliat  tlie  place  of  insertion  (iiidepeiideut  of  any  mani- 
pulation, traction  on  the  cord,  etc.)  should  have  also  some  influence 
on  it.  In  the  insertion  of  the  fundus,  on  account  of  the  more 
manifest  concavity  of  the  place  of  attachment,  the  separation  must 
occur  nearer  the  centre. 

We  are  confirmed  in  these  views  by  our  clinical  researches,  in 
which  we  felt  clearly  prominent  the  centre  or  a  zone  near  one  of  the 
margins,  according  to  the  seat  of  insertion.  Alilfeld,  Spaeth,  and 
Schroeder  admit  that  the  separation  begins  from  the  centre ;  also 
Solayres  and  Baudelocque.  Tiie  conclusions  to  which  Pinard 
and  Varnier  came,  after  having  observed  in  one  case  the 
separation  beginning  from  the  periphery,  viz.,  "Nous  pouvons 
done  dire  aujourd'hui:  le  decollement  physiologique  du  placenta 
commence  par  le  bord."  Tliese  observers  instead  hold  that  the 
separation,  beginning  from  the  centre,  is  due  to  retroplacental 
haemorrhages  during  pregnancy. 

We  shall  next  refer  to  the  time  of  commencement  of  the  separa- 
tion. In  the  cases  observed  by  us,  except  the  very  rare  ones  in 
which  the  delivery  was  a  very  precipitate  one,  we  always  observed 
the  placenta  still  adherent  immediately  after  the  foetus  was 
expelled.  Schroeder  and  Cohn  observed  the  same  thing,  and  these 
observations  are  supported  by  Pestalozza's  sections.  These  sec- 
tions, made  at  various  parts  of  the  placenta,  show  its  adhesions  in 
all  its  extent. 

But  not  all  authors  are  of  the  same  opinion,  and  whilst  Jacque- 
mier,Scanzoni,Crede,  Tarnier,  Barbour,Hart,Charpentier,  Schroeder, 
Cohn,  Pinard  and  Varnier,  sustain  that  the  detacliment  occurs  in 
the  third  period  ;  some  others,  as  Baudelocque,  Dubois,  Desormeux, 
Cazeux,  Lemser,  Spaeth,  Schultze,  Von  Bitzen,  and  Ahlfeld,  affirm 
that  it  takes  place  during  the  pains  of  the  expulsive  period. 
Schroeder  held  that  during  this  period  not  only  the  endo-uterine 
pressure  rendered  it  impossible,  but  also  the  fact  that  the  area  of 
insertion  does  not  shrink  like  the  rest  of  the  uterus  on  account  of 
its  lesser  thickness, — a  fact  which  seems  conlirmed  by  Pestalozza's 
sections.  Whilst  in  these  the  uterine  wall  at  the  place  of  the 
placental  insertion  had  a  thickness  varying  from  9  to  7  millimetres, 
it  reached  in  the  opposite  wall  25  millitncitres.  Barbour  and 
Webster's  sections  of  pregnancy  and  labour  show  similar  differences 
in  the  wall.  Loret's  assertion,  therefore,  supported  by  otliers,  that 
the  portion  of  the  uterine  wall  on  which  the  placenta  is  inserted 
is  always  thicker  than  the  rest  of  the  organ,  is  not  supported  by 
anatomical  sections.  It  is  believed  that  the  blood  circulation  in 
the  wall  of  insertion  being  greatly  increased,  the  muscular  fibres, 
on  account  of  the  great  vascular  ectasia,  must  undergo  compression 
and  consequent  atrophy. 

Charpentier  contrasts  also  the  opinion  of  those  who  hold  that 
the  detachment  takes  place  during  the  second  stage: — "Certains 
accoucheurs  admittent  que  la  placenta  commence  a  se  detacher  de 
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la  parol  uterine  pendant  le  travail  et  meme  quelques-uns  dbs  le 
debut  dii  travail.  II  y  a  la  une  erreur  evidente.  Bien  ne  prouve, 
en  effet,  que  le  decollement  du  placenta  debute  pendant  le  travail. 
Si  cela  ^tait,  on  devrait  dans  les  cas  oii  le  placenta  est  ra})proche 
du  segment  inferieur,  mais  cependant  liors  de  la  jour  dangereuso, 
voir  assez  frequeniment  du  sang  sourdre  dfes  le  ddbut  des  contrac- 
tions ;  or  il  n'en  est  rien,  et  le  travail  se  fait  sans  ecoulement  de  sang." 
Pinard  and  Varnier  affirm  tbat  the  placenta  is  detached  during 
the  first  and  second  period  only  in  patliological  cases.  Zinnstag 
administered  chloroform  in  the  last  pains  after  the  expulsion  of  the 
fcetal  head,  and  always  found  the  chloroform  in  the  blood  of  the 
umbilical  vein.  In  twelve  cases  in  which  the  chloroform  was 
administered  after  the  birth  of  the  foetus,  he  obtained  a  negative 
result  in  seven  cases  and  a  positive  one  in  five. 

II. 

Let  us  now  consider  the  question,  often  discussed,  as  to  whether 
the  placenta  is  expelled  presenting  its  foetal  surface  or  its  inferior 
margin. 

Some — e.g.,  Baudelocque,  Schultze,  Ahlfeld,  Schroeder,  Colin, 
Eamsbotham,  Champneys,  Pinard,  Eibemont — affirm  that  the 
placenta  comes  out  with  its  foetal  face  forward,  and  any  other  way 
of  expulsion  they  explain  as  being  due  to  manipulations  practised 
to  hasten  its  delivery,  especially  the  well-known  manoeuvre  of  the 
Dublin  School  and  of  Crede. 

Some  others — as  Duncan,  Rigby,  Lusk,  Fehling,  Zinnstag — on  the 
other  hand,  assert  that  the  natural  expulsion  takes  place  by  the 
inferior  edge,  affirming  that  the  other  delivery  is  the  effect  of 
tractions  on  the  cord,  either  brought  about  by  the  hand  of  the 
accoucheur,  or  naturally,  owing  to  shortness  of  the  cord  at  the 
moment  the  foetus  is  expelled.  These  differences  of  opinion  are 
probably  due  to  the  fact  that  the  placenta  may  normally  be  born 
in  both  ways.  In  the  first  part  of  this  work  it  was  said,  granting 
a  uniform  mechanism  of  detachment  in  cases  of  normal  insertion, 
variations  in  the  manner  of  presentation  of  the  placenta  in  its 
birth  might  be  found. 

According  to  our  researches,  we  find  that  in  most  normal  cases 
it  presents  as  Duncan  described,  i.e.,  by  the  inferior  edge.  But, 
on  the  other  hand,  it  is  true  that  in  some  it  came  out  with  the 
amniotic  face  presenting  as  Schultze  described.  So  in  75  per  cent, 
of  cases  observed  in  the  Clinic  of  Home  during  fifteen  months, 
the  placenta  was  expelled  in  Duncan's  manner,  and  only  25  per 
cent,  according  to  Schultze's.  It  is  obvious  that  the  i)lacenta, 
Avhen  expelled  by  its  inferior  margin,  obeys  the  fundamental  law 
which  is  so  prominent  in  the  mechanism  of  the  labour, — i.e.,  that 
the  body  which  is  expelled  offers  to  the  canal  through  which  it 
must  pass  its  smallest  diameters. 

I  have  already  said  that  in  75  per  cent,  of  the  cases  observed  in 
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our  Clinic  the  placenta  was  expelled  by  its  edge,  and  in  25  per 
cent,  by  its  amniotic  surface.  These  cases  were  normal,  and 
accomplished  only  by  the  natural  powers.  In  no  cases  did  I 
observe  shortness  or  anomalous  insertion  of  the  cord.  Such 
observations  prove  that  Schultze's  method  cannot  be  considered  as 
anomalous,  as  Duncan  and  Zinnstag  would  assume. 

Tlie  infrequency  of  this  method  is  easily  accounted  for,  if  we 
reflect  on  tlie  rarity  of  the  insertion  of  the  placenta  on  the  fundus 
uteri.  There  is  no  doubt  that  the  manner  of  expulsion  should  be 
considered  not  so  much,  as  Duncan  and  Boxall  held,  in  relation  to 
the  mechanism  of  the  detachment,  but  rather  in  relation  to  the 
place  of  the  placental  insertion.  This  fact,  although  already  noted 
by  Solayres,  Baudelocque, Voegtti,  Balocchi,  and  Champneys,  has  not 
been  kept  in  due  consideration.  In  cases  of  insertions  on  the 
fundus  uteri  or  in  its  neighbourhood,  the  detachment  beginning 
from  the  centre  (as  we  observed  by  the  hand  in  the  uterine 
cavity),  the  retroplacental  htematoma  will  bulge  out  the  central 
portion  of  the  cake,  and  the  placenta  will  come  out  presenting  by 
its  amniotic  surface.  In  lateral  insertions  instead,  the  luematoma 
will  bulge  out  the  edge,  which,  when  it  is  not  pathologically 
adherent,  will  be  detached,  and  the  placenta  will  descend  sliding 
along  the  uterine  wall,  folded  according  to  the  longitundinal  axis 
of  the  uterus. 

It  is  thus  evident  that  we  ascribe  to  the  retroplacental 
hfematoma  more  importance  in  regard  to  the  manner  of  expulsion 
of  the  placenta  than  as  a  cause  of  detachment,  and  consequently 
we  hold  that  a  loss  of  blood,  more  or  less  profuse,  constantly  takes 
place  in  the  third  period  of  labour,  and  that  Duncan's  statement 
of  a  delivery  without  the  loss  of  an  ounce  of  blood  is  the 
exaggerated  statement  of  an  ideal  delivery  of  the  placenta. 

The  normal  third  stage  of  labour  is  always  attended  with  a  blood 
loss.  Many  authors,  in  fact,  have  estimated  by  clinical  researches 
the  average  of  the  blood  lost  in  the  delivery  of  the  placenta,  but, 
either  on  account  of  the  manner  in  which  such  investigations  have 
been  practised,  or  on  account  of  the  disparity  of  the  results,  these 
researches  are  not  of  much  value  ;  they  serve,  however,  to  show  the 
exaggeration  of  Matthews  Duncan's  statement. 

Ahlfeld,  in  249  deliveries,  had  found  an  average  of  297  grms., 
but  afterwards,  in  400  deliveries,  he  found  an  average  of  400  grms, ; 
and  in  the  Congress  of  Halle  in  1888  he  mentioned  an  average  of 
495  grms.  Schauta  gives  an  average  of  473  grms.,  Eaemer  478 
grms.,  Zinnstag  609  grms,  and  Mangiagalli  500-600  grms. 

Auvard  seems  to  have  fallen  into  the  opposite  exaggeration  in 
regard  to  the  expulsion  of  the  placenta  in  the  manner  described 
by  Duncan.  In  fact,  he  calls  this  last  dystocique,  whilst  he  calls 
entocique  that  described  by  Schultze,  but  we  do  not  accept  his 
views ;  but  in  regard  to  the  time  enqjloyed  by  the  uterus  to  deliver 
itself  of  the  placenta  and  membranes  and  the  presentation  of  the 
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placenta  we  do  not  differ  much  from  him.  Indeed,  if  we 
should  make  a  distinction  of  the  placental  expulsion  into  cntociqucs 
and  dystociques,  we  would  he  inclined,  contrary  to  Auvard's  opinion, 
to  denominate  as  dystociqncs  the  presentations  of  the  foetal  face  in 
which,  as  Duncan  demonstrated,  the  placenta  does  not  fold  itself 
in  such  a  way  as  to  present  its  great  axis  in  correspondence  with  the 
axis  of  the  genital  canal. 

Finally,  I  think  it  opportune  to  mention  here  how  Zinnstag  in 
his  work  speaks  of  another  manner  of  expulsion  of  the  placental 
cake,  which  he  designs  with  the  title  of  mixed  mechanism  (•'  Gem- 
ischter  Mechanismus").  This  consists  in  presenting  first  a  zone  of 
tissue  near  the  edge  (not  really  the  edge),  and  then  the  uterine 
face  folded  on  itself  with  the  amniotic  bag  full  of  blood.  ]\Iany 
other  mechanisms  (if  mechanisms  they  may  be  called)  might  be 
described,  which  are,  as  Ahlfeld  has  noted,  merely  transitory  forms, 
"  Natlirlicher  Weise  sind  Ueber-gangsformen  von  einem  Modus 
zum  audern  haufig  zu  beobachten." 

III. 

Kiistner,  Dohrn,  Barbour,  and  Champneys  have  also  discussed 
the  mechanism  of  the  detachment  of  the  membranes,  and  many 
theories  have  been  advanced  to  explain  it. 

Kiistner  holds  that  the  separation  is  effected  by  the  traction  of 
the  placenta  gradually  as  it  descends.  Dohrn,  Schultze,  and  to 
some  extent  Eibemont,  believed  that  the  retroplacental  hsematoma 
gradually  detaches  the  decidua  in  its  thinner  layer. 

Barbour  is  of  opinion  that  the  membranes  separate  by  the  con- 
tractions of  the  uterine  wall  after  the  expulsion  of  the  foetus. 
They  (the  membranes)  form  foldings  on  the  surface  of  the  con- 
tracted uterus,  which,  coming  into  contact  and  pressing  against  one 
another,  render  the  detachment  easier.  The  expulsion,  however,  is 
accomplished  by  the  weight  of  the  placenta,  which  drags  them 
down.  The  same  author,  who  studied  uteri  amj)utated  by  Porro's 
operation,  and  more  especially  the  relation  of  the  membranes  to 
the  uterine  wall,  found  that,  "  on  account  of  the  diminution  of  the 
internal  surface  of  the  uterus  the  membranes  are  folded.  The 
amnion  is  in  great  part  separated  from  the  chorion,  and  forms  a 
series  of  foldings,  which  also  are  subdivided  in  many  others  ;  tliere 
is  no  blood  effusion  under  the  amnion."  Pestalozza's  sections 
confirm  Barboui-'s  opinion ;  he  says  that  "  the  membranes  adhere 
to  the  internal  surface  of  the  body  of  the  uterus,  but  not  every- 
where with  tiie  same  firmness,  the  amnion  especially  in  large 
portions  lifted  up  from  the  choroin,  particularly  where  the  inser- 
tion of  the  placenta  begins."  Having,  moreover,  observed  the 
membranes  still  adherent  above  the  inferior  segment,  but  with 
much  stretching  of  the  spongy  layer,  Pestalozza  believed  that  this 
fact  seemed  to  confirm  the  theory  of  the  separation  of  the  mem- 
branes as  due  to  the  uterine  contractions. 


148    THE   TIIIUD   STAGE   OF   LABOUR,   BY    PROF.    G.    E.   CURATULO. 

It  seems  to  me  that  in  the  study  of  the  process  of  tlie  detach- 
ment of  the  membranes  it  is  useful  to  keep  in  consideration  various 
factors.  Whilst  the  above-mentioned  theories,  taken  one  by  one, 
are  incomplete,  considered  together  they  could  give  us  an  adequate 
explanation  of  the  physiological  mechanism.  Tlie  uterine  contrac- 
tions, the  blood  eifusion  intiltrating  the  less  resisting  layer  of  the 
decidua  (a  factor  not  accepted  by  Champneys),  and,  finally,  the 
weight  of  the  placenta,  are  all  co-efficients,  which  are  of  importance 
in  the  separation  of  the  membranes. 

A  point,  however,  most  important  and  worthy  of  our  attention, 
regarding  the  subject  which  we  are  discussing,  is  that  which 
relates  to  the  layer  of  the  decidua  tl)rough  which  the  detachment 
takes  place.  This  has  been  a  question  much  debated,  and  regarding 
which  there  is  yet  much  difference  of  opinion. 

Almost  all  agree  that  at  the  site  of  the  placenta  the  separation 
takes  place  in  the  am^mUar  layer, — i.e.,  at  the  level  of  the  lower 
ends  of  the  glands,  and  Ahlfeld  has  pointed  out  the  reason  of  it. 
"The  compact  layer  of  the  decidua,  with  its  wide  sanguine  spaces 
and  a  portion  of  tlie  glandular  layer,  remain  attached  to  the 
chorion  and  to  the  villi  of  the  foetal  placenta,  and  with  the  latter 
are  expelled  ;  a  thinner  part  of  the  ampullar  layer,  the  lower 
layer  of  the  decidua,  remain  adherent  to  the  uterine  wall,  being 
eliminated  in  the  first  days  of  the  puerperium.  If  the  compact 
layer  remain,  then  there  is  a  deviation  from  the  normal  process. 
When  the  detachment  occurs  in  the  amjndlar  layer  the  tortuous 
and  spiral  arteries,  which  lead  the  blood  from  the  uterine  wall  in 
the  compact  layer,  and  from  this  to  the  placental  sinus,  are 
lacerated,  and  on  account  of  the  contraction  of  the  uterus  there  is 
no  danger  of  further  hemorrhage.  If,  however,  the  compact  layer 
remains  adherent  to  the  uterine  wall,  then  the  blood  always  flows 
in  the  .opened  sinuses,  and  this  blood  will  flow  freely  into  the 
uterine  cavity,  and  then  to  the  interior." 

Eor  the  rest  of  the  uterus  it  is  not  generally  agreed  in  what 
layer  the  detachment  occurs. 

According  to  Kobin,  the  separation  takes  place  between  the 
muscular  wall  and  mucous  membrane,  the  uterine  surface  being 
completely  bared.  According  to  De  Sinety,  Langhans,  and 
Klistner,  it  is  effected  as  in  the  utero-placental  decidua, — i.e.,  at 
the  level  of  the  lower  ends  of  the  glands.  Friedliinder  holds  that 
it  is  accomplished  in  the  layer  of  spindle-shaped  cells,  which  under- 
go a  fatty  degeneration,  which  was  pointed  out  by  Naegele, 
Hurv^,  and  especially  by  Simpson,  as  the  cause  determining  the 
delivery.  I  have  had  opportunities  of  making  microscopical  ex- 
amination of  pieces  of  membranes  or  of  puerperal  uteri,  and  our 
inquiries  have  led  us  to  conclusions  that  mostly  agree  with  those 
at  which  Carlo  Tinge  arrived,  and  that  form  a  part  of  Schroeder's 
teaching. 

I  shall  not  describe  here  tlie  structure  of  the  decidua  vera ;  I 
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have  treated  it  in  another  work  in  discussing  the  question  of  the 
origin  of  the  decidual  cells,  and  published  under  the  title,  Micro- 
scopical Researches  and  Clinical  Considerations  on  the  Changes  of  the 
Uterine  Miicous  Memhrane  in  Cases  of  Uterine  Tumours,  and  a 
Contrihufion  to  the  Study  of  the  Origin  of  the  Decidual  Cells. 

It  is  now  uudoulited  that  its  structure  gradually  changes  from 
the  eccentric  and  always  increasing  pressure  to  wliicii  it  is 
subjected  on  account  of  the  progressive  development  of  the  ovum, 
and  also  because  of  the  adhesion  which  takes  place  between  it  and 
the  reflexa.  It  is  as  easy  in  the  last  stages  of  pregnancy  to  dis- 
tinguish those  layers  as  in  the  beginning  of  pregnancy  ;  therefore, 
justly,  Euge  afhrms  that  the  aforesaid  discrepancy  should  not 
exist.  In  some  of  the  cases  examined  by  us  the  separation  v.-as 
effected  through  the  superficial  layer, — i.e.,  of  the  spindle-shaped 
cells,  as  Friedliinder  stated,  without,  however,  the  occurrence  of 
any  fatty  degeneration.  But  in  the  other  cases,  and  they  were  the 
most  numerous,  in  which  the  more  superficial  layers  of  decidua 
had  disappeared,  or  were  greatly  thinned,  the  separation  occurred 
in  the  lacunar  layer,  formed  in  part  of  ectasic  ghinds  and  in  part 
of  real  lymphatic  spaces.  In  other  cases,  on  account  of  inflam- 
matory processes,  anomalous  adhesions  existed  between  the  chorion 
and  the  decidua,  different  conditions  existed ;  but  1  do  not  intend 
to  speak  of  pathological  processes  here. 

Finally,  recapitulating  what  we  could  ascertain  through  our 
researches,  we  say  that  when  the  decidua  at  the  end  of  gestation 
has  not  become  notably  slender,  the  detachment  is  accomplished  in 
the  layer  of  the  superficial  cells,  not  through  fatty  degeneration, 
but  only  because  it  is  the  locus  minoris  resist ejiticc ;  in  the  other 
cases  it  occurs  in  the  layer  so  named  deep  or  lacunare,  which,  how- 
ever, on  account  of  the  disappearance  or  lessening  of  the  supeiior 
layers  had  become  superficial. 

In  these  last  cases  the  regeneration  of  uterine  mucous  membrane 
dependent  on  the  growth  of  epithelium  lining,  the  lower  ends  of 
the  glands  must  occur  not  only  sooner,  but  the  puerperal  period  is 
more  near  the  normal  than  in  those  other  cases  in  which  it  will 
proceed  a  little  more  slowly. 
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VIII.  NOTE  OX  THE  PRESENCE  OF  DIFFERENT  ALBUMOSES 
IN  THE  AMNIOTIC  FLUID. 

By  A.  LocKHART   Gillespie,  M.D.,  F.R.C.P.E. 

In  the  course  of  an  investigation  into  the  presence  of  the  different 
albuuioses  in  effusions  and  transudations  I  had  occasion  to  analyze 
three  specimens  of  amniotic  fluid,  viz. — (1),  The  amniotic  fluid  from 
the  sac  of  a  cow  at  the  first  month ;  (2),  human  amniotic  fluid  at 
the  third  month  ;  and  (3)  at  the  sixth  month  from  a  case  of  sudden 
death.  All  these  specimens  were  analyzed  immediately  after  witli- 
drawal  from  the  amniotic  sac  ;  in  the  third  instance  this  was  done 
at  the  post-mortem  examination  twenty-four  hours  after  death. 
Traces  of  albumose  were  present  in  the  second,  and  a  comparatively 
large  amount  in  the  third  example.  There  was  none  in  the  first. 
The  albumoses  were  separated  out  in  tlie  usual  manner  with 
ammonium  sulphate  and  chloride  of  sodium,  and  to  make  the 
investigation  complete  the  other  constituents  were  also  estimated. 
The  table  on  next  page  gives  the  results.  (I  make  no  distinction 
between  hemi-  and  anti-  compounds.) 

As  pregnancy  proceeded,  therefore,  the  solids  in  the  amniotic  fluid, 
as  has  been  shown  before,  increased.  The  increase  in  the  inorganic 
solids  was  very  slight.  The  organic  solids  at  the  end  of  the  first 
month  were  wholly  extractives.  At  the  end  of  the  tliird  month, 
•38  per  cent,  of  serum  albumin  and  ■073-4  per  cent,  of  urea  were 
present,  with  a  trace  of  albumose  and  peptone.  The  third,  obtained 
after  six  months,  on  the  other  hand,  contained  '7  per  cent,  of 
coagulable  proteid,  only  '08  per  cent,  of  this  being  serum  globulin, 
and  '1685  per  cent,  of  the  different  albumoses,  of  which  deutero- 
albumose  was  the  most  abundant.  "09  per  cent,  of  peptone  was 
present,  and  '1053  per  cent,  of  urea,  as  against  '0734  per  cent,  in 
the  last  instance. 

The  presence  of  the  lower  forms  of  the  proteid  bodies  in  the 
amniotic  fluid  is  difficult  to  explain  satisfactorily.  I  am  inclined 
to  ascribe  it  to  the  presence  of  digestive  ferments  in  the  fluid 
similar  to  those  described  as  being  present  in  pleuritic  or  ascitic 
effusions,  and  to  the  consequent  digestion  of  some  of  the  albumin 
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present.     Whetlier  the  ferments  are  derived  from  the  blood  of  the 
mother  or  in  some  way  from  the  foetus  is  immaterial. 
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The  methods  used  in  separating  out  the  proteid  bodies  are  now 
well  known  and  described  in  most  text-books.     The  albumoses  are 
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extracted  from  tlie  fluids,  after  removal  of  tlie  albumin  and  globulin 
by  saturation  with  ammonium  sulphate.  Tlie  amounts  are  probably 
a  little  under  the  reality,  as  during  the  dialysis  necessary  to  separ- 
ate them  from  salts  a  small  quantity  is  lost.  The  total  quantity  of 
proteid  is  simply  the  sum  of  the  different  forms. 

At  Dr  Ballantyne's  request  I  make  this  short  note,  hoping  that 
the  point,  though  minute,  may  prove  of  interest.  The  analy.ses 
were  carried  on  at  the  Laboratory  of  the  Eoyal  College  of  Physicians, 
Edinburgh. 


Meeting  VI.— Mat  9,  1894. 
Dr  A.  H.  Freeland  Barboor,  President,  in  the  Chair. 

Prof.  G.  E.  Curatulo  (Rome)  w^as  elected  a  Corresponding  Fellow. 

I.  Frof.  Simpson  showed— (1.)  A  votive  offering  from  Ptome 
representing  the  utehus,  and  said — Perhaps  the  most  interesting 
hall  in  the  recent  Hygienic  Exhibition  in  Ptome  in  connexion  with 
the  International  Medical  Congress  was  occupied  with  objects 
illustrative  of  the  history  of  medicine,  such  as  implements  from 
Herculaneum  and  Pompeii,  early  works  and  ancient  manuscript 
volumes  on  botany,  medicine,  and  surgery,  with  letters  bearing  the 
signature  of  Bartholin  and  other  famous  names.  In  one  press 
there  was  exhibited  a  collection  of  the  votive  offerings  that  people 
cured  of  various  ailments  used  to  present  in  token  of  their 
gratitude,  sometimes  to  medical  men,  more  frequently  to  the 
priests  of  the  temple  of  the  gods  or  goddesses  to  whom  they  thought 
they  owed  their  cure.  In  the  case  of  holy  wells  the  offerings 
were  often  thrown  into  the  well.  Prof.  Lauciani,  in  his  latest 
work  on  Pioman  Archaeology,  tells  how  the  workmen  who  had  to 
clear  out  a  sulphur  spring,  called  Sorgenti  di  V.  Carello,  in  1852, 
came  upon  layers  of  offerings,  from  coins  of  the  fourth  century, 
through  those  of  the  Empire  and  the  family  or  consular  coins  of  the 
lloman  Ptepublic,  on  to  the  unminted  bronze  sixtants,  quadrants, 
and  trients,  or  shapeless  fragments  of  copper  that  served  as  money 
in  the  earliest  times,  and  even  beyond  that  to  the  arrow-heads  and 
celts  that  had  been  thrown  in  by  the  people  of  the  stone  age  on 
the  shores  of  the  Lago  di  Bracciano.  The  ex-votos  found  in 
connexion  with  the  temple-ruins  were  frequently  made  of  terra- 
cotta in  the  shape  of  some  part  of  the  body — eye,  ear,  breast,  arm, 
foot,  etc.  Dr  Sambon,  who  had  the  care  of  the  special  collection 
in  the  Hygienic  Exhibition,  is  engaged  in  researches  into  these 
offerings,  and  we  may  expect  to  have  an  interesting  account  of 
their  varying  forms  and  significance.  Through  my  friend  Dr 
Young  I  obtained  from  Dr  Sambon  one  of  the  ex-votos  of  which 
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several  specimens  have  been  found  in  connexion  with  the  Temple 
of  Juno  at  Veir,  and  with  that  of  ^sculapius  on  the  island  of  St 
Bartholomew  in  the  Tiber,  and  which  represent  the  uterus.  It  is 
of  terra-cotta,  and  represents  somewliat  of  the  form  and  size  of  a 
uterus  a  week  after  confinement,  transversely  wrinkled,  and  haviiiif 
attached  to  it  on  the  left  side  a  body  which  seems  to  represent  the 
ovary.  It  is  flat  on  the  posterior  surface,  in  which  there  is  a  hole, 
probably  to  allow  of  its  being  hung  on  a  nail  in  the  temple  wall. 
This  specimen  represents  a  single  uterus.  Some  of  the  objects, 
however,  distinctly  represent  a  double  uterus  with  double  orifice. 
One  wonders  if  tlie  single  uterus  might  be  the  thank-offering  of  a 
woman  wlio  had  had  an  ordinary  confinement,  and  the  double  one 
the  tribute  of  one  who  had  happily  recovered  after  a  twin-birth. 

(2.)  A  preparation  of  a  thhkk  months'  ovum,  which  had  been 
sent  to  him  two  days  ago  by  Dr  Iiiglis  of  Stratford.  The  patient 
had  suffered  from  hfematemesis  eighteen  months  ago,  and  had  been 
amenorrlioeic  nine  months  before  the  ovum  was  expelled.  Death 
of  the  fcetus  had  taken  place  apparently  from  hemorrhage  into 
the  placenta  between  the  third  and  fourtii  month.  But  the  abor- 
tion was  missed,  because  the  decidual  membrane  retained  its 
vitality  and  remained  vascular  and  vital  till  at  the  usual  term  of 
gestation  laiiour  efforts  were  set  up  for  expulsion  of  the  uterine 
contents.  The  umbilical  cord  entered  the  placenta  at  one  border, 
so  that  it  represented  a  miniature  battledore  placenta. 

II.  Dr  AitJcen  Clark  showed  a  specimen  of  intussusceptiox  of 
THE  ILEUM  at  the  ileo-cffical  valve.  The  patient  was  a  well- 
nourished  child  9  months  old.  The  symptoms,  which  were  sudden 
in  development,  for  the  first  two  days  of  the  illness  were  sickness 
and  vomiting,  without  any  physical  signs  being  made  out.  On 
the  morning  of  the  third  day  of  illness  a  little  dark-coloured  blood 
was  passed  by  the  bowels,  the  sickness  and  vomiting  became  more 
pronounced,  and  for  tlie  first  time  the  vomits  had  a  fyecal  odour, 
and  on  palpating  the  abdomen  tenderness  and  a  little  resistance 
were  made  out  in  right  lumbar  region.  An  operation  was 
suggested,  but  was  not  allowed.  Inversion  and  frequent  enemata 
were  tried, but  were  of  no  avail,  and  the  child  died  on  the  evening 
of  the  third  day  of  illness.  On  post-mortem  the  omentum  was 
found  lying  obliquely  across  the  abdomen  from  left  to  right ;  the 
stomach  contained  several  ounces  of  a  pale  yellow  fluid  with  a 
distinct  fcecal  odour;  the  small  intestines  were  moderately  dis- 
tended, the  large  completely  collapsed,  and  an  intussusception 
found  as  above  stated. 

III.  Dr  Berry  Hart  showed — (1.)  Suppurating  kidney  from  an 
abdominal  neplirectomy ;  (2.)  An  ovarian  tumour  illustrating 
Kiister's  sign  ;  (3.)  Two  fleshy  moles. 

IV.  Dr  J.    W.  Ballantym  showed— (1.)  A  specimen  of  mono- 
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ciioiaoMC  or  uniovulau  twins,  with  placenta,  which  Dr  I). 
Milligau  had  kindly  given  him  for  examination.  The  mother,  a 
i.-para,  28  years  of  age,  expected  to  be  confined  on  September  9th, 
but  was  taken  with  labour  pains  on  the  17th  of  April.  During  the 
first  two  months  of  her  pregnancy,  and  again  in  the  week  preceding 
labour,  she  had  suffered  greatly  from  thirst,  and  during  the  latter 
period  her  abdomen  had  increased  enormously  in  size.  The  first 
twin  to  be  born  was  accompanied  by  an  enormous  gush  of  waters 
(hydramnios) ;  it  showed  the  typical  paracephalic  condition,  cysts 
being  present  at  the  sides  and  back  of  the  neck ;  the  second  twin 
was  normal.  The  placenta  was  adherent  and  had  to  be  removed  in 
pieces.  The  pregnancy  may  have  reached  five  and  a  half  months. 
The  mother  made  a  good  recovery.  There  was  no  family  history 
of  plural  gestations.  The  paracephalic  twin  in  this  instance 
possessed  a  heart ;  but  there  were  certain  anomalies  of  the  thoracic 
and  abdominal  viscera.  Both  foetuses  were  females.  (2.)  A  foetus 
WITH  A  GoiTKE-LiKE  SWELLING  OF  THE  NECK,  which  he  had  received 
from  Dr  E.  Coleman  Moore.  The  mother  was  an  unmarried  primi- 
para,  and  the  foetus  was  expelled  at  about  the  fifth  month  of  preg- 
nancy. It  was  of  the  male  sex.  An  account  of  the  results  of  the 
dissection  would  be  given  on  a  future  occasion.  (3.)  A  deao-boi;n 
INFANT,  which  had  occurred  in  tlie  practice  of  Dr  T.  B.  Darling. 
About  eighteen  months  ago  he  had  examined  another  dead-born 
infant  from  the  same  patient,  and  had  advised  the  administration  of 
chlorate  of  potash  and  perchloride  of  iron  during  the  next  pregnancy. 
The  result  was  that  the  pregnancy  went  in  this  instance  to  the 
eighth  month,  i.e.,  a  month  later  than  in  any  previous  gestation. 
The  examination  of  the  infant  showed  typical  liydrops  sanguiuo- 
lentus.  There  was  a  large  thrombus  in  the  umbilical  vein  near  the 
insertion  of  the  cord  into  the  placenta.     The  bones  were  normal. 

V.  Dr  Fraser  Wright  showed  specimen  of  perforation  i»f 
VEKMIFOHM  APPENDIX.  The  Specimen  was  obtained  post-mortem 
from  a  boy  a&t.  l'2h  years.  On  Good  Friday  the  patient  was  out 
driving  and  apparently  quite  well ;  remained  well  on  Saturday  and 
Sunday.  Felt  sick  on  Monday ;  had  slight  abdominal  pain  on 
Tuesday  morning,  which  increased  during  the  day,  and  Dr  Fraser 
AVright  saw  him  that  evening.  The  abdomen  was  tympanitic  and 
painful  to  touch,  especially  in  right  iliac  fossa;  temperature 
101°'8  F. ;  pulse  120,  small  and  wiry  ;  fades  typical  perilonitic. 
Diagnosis. — Peritonitis,  probably  secondary  to  appendicitis.  Treat- 
ment.— Expectant.  Under  treatment  by  hot  fomentations  and 
milk  and  hot  water  diet  the  pain  eased,  and  temperature  fell  next 
evening  to  99°  F.,  with  pulse  80.  The  boy  looked  and  felt  very 
much  better.  About  2  o'clock  next  morning  he  suddenly  vomited 
a  large  Cjuantity  of  bile-stained  fiuid,  became  very  faint,  mind 
wandered,  and  he  died  at  9  a.m.  Aufops)/. — Abdomen  contained 
good  deal  of  healthy  pus.     Intestines  matted,  especially  in  region 
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of  creciim.  Vermiform  appendix  swelled  to  about  tliree  times 
normal  size,  with  a  small  perforation  midway  between  the  base 
and  apex,  through  which  pus  was  oozing.  On  slitting  up  the 
appendix  a  round  hard  mass  about  the  size  of  a  small  marble  was 
found.  It  consisted  apparently  of  inspissated  fascal  njatter,  and 
was  firmly  impacted  at  the  base  of  the  appendix.  Tlie  opening 
between  appendix  and  ca3cum  very  much  narrowed.  Ileo-cajcal 
aperture  also  contracted  to  about  one-half  its  normal  size,  and  its 
margins  much  thickened,  and  indicated  apparently  the  result  of 
inllannnation.  The  boy  had  never  made  the  slightest  complaint 
before  this  attack. 

VI.  Dr  Brewis  showed — (1.)  A  snrall  gangrenous  ovarian  cyst 
with  twisted  pedicle;  (2.)  A  buoau  ligament,  showing  Gartner's 
duct  prolonged  from  the  outer  border  as  a  thin  pedicle,  about  3 
inches  in  length,  and  terminating  in  a  small  cyst. 

VIL    ON    EXTRA-UTERINE    GESTATION    SIMULATING 
RETROVERSION  OF  THE  GRAVID  UTERUS. 

By  A.  H.  Freelaj;d  Barbodr,  M.D. 

SuMK  years  ago  I  brought  before  the  Obstetrical  Society  a  case 
of  extra-uterine  gestation  which  simulated  a  retroversion  of  the 
pregnant  uterus.  The  frozen  section  which  I  laid  before  the 
Society  showed  how  certainty  in  diagnosis  from  physical  signs  was 
during  life  impossible. 

A  case  of  a  siniilar  nature  came  under  my  observation  last 
summer  in  Ward  28.  I  have  to  thank  Dr  Halliday  Groom  anil 
Dr  Ferguson  for  particulars  of  the  history  of  the  case  before  it 
came  under  my  notice;  and  my  assistant,  Dr  Walker,  for  valuable 
work  upon  the  frozen  sections. 

In  this  paper  I  confine  myself  to  the  clinical  aspects  of  the  case 
— looking  at  the  frozen  sections  only  in  relation  to  diagnosis.  Dr 
Walker  is  still  working  at  the  pathological  anatomy  of  the  case, 
and  will  connimnicate  his  results  in  another  paper. 

Dr  Ferguson  of  Perth  told  me  he  first  saw  the  patient  on  the 
14th  March  of  last  year,  when  she  was  complaining  of  some  pelvic 
pain  and  difficulty  in  passing  water, — not  amounting  to  retention 
nor  requiring  the  catheter.  She  said  that  she  had  menstruated  in 
the  last  week  of  December;  and  on  the  21st  of  January  had  pelvic 
pain  on  walking,  "as  if  she  had  racked  herself."  She  had  to  stop 
and  lay  her  hand  on  lier  side,  but  did  not  give  up  her  daily  work. 
On  March  17th  he  examined  her,  and  found  a  swelling  in  the 
posterior  fornix,  continuous  with  the  cervix,  which  he  supposed  to 
be  a  retroflexed  gravid  fundus.  He  pushed  it  up,  and  put  in  a 
pessary.  He  was  sent  for  shortly  after  this,  and  found  her  with 
symptoms  of  collapse,  and  removed  the  pessary.  He  attended  her 
up  to  March  31st,  when  she  was  practically  well  again.     On  May 
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2iid  and  7th  lie  was  sent  for  to  draw  off  the  urine,  and  learned  that 
on  May  1st  there  had  been  a  sligiit  haemorrhage  from  the  uterus, 
the  tirst  since  the  end  of  December.  On  May  10th  she  was  sent 
U>  Edinburgh,  and  was  in  Ward  28  for  some  weeks. 

I  did  not  see  her  at  this  time;  and  Dr  Halliday  Groom  says  the 
condition  found  exactly  corresponded  to  retroversion  of  the  gravid 
uterus.  The  cervix  was  high  up  above  the  pubes;  and  behind,  the 
pelvis  was  tilled  with  a  cystic  mass,  in  which  the  fcetal  head  was 
felt.  As  the  swelling  could  not  be  pushed  up,  and  there  were  no 
symptoms  calling  for  interference  with  pregnancy,  the  patient  went 
honu^. 

Dr  Ferguson  v/as  sent  for  on  August  16th,  some  time  after 
her  return  from  Edinburgh,  and  found  her  complaining  of  severe 
pain  in  the  abdomen,  with  great  tenderness  and  a  temperature 
of  104°.  Next  morning  the  temperature  had  fallen  to  100°,  the 
pain  was  relieved,  no  i'cetal  heait  was  heard,  and  an  attack  of 
diarrhoea  had  set  in.  Her  condition  had  improved  by  the  21st 
of  August,  so  that  she  was  able  to  stand  the  journey  to  Edinburgh 
Inlirniary. 

When  I  saw  lier  on  admission  I  found  a  tumour  extending  to 
the  umbilicus,  with  an  irregular  outline, — the  central  part  being 
more  prominent  and  of  varying  consistence.  The  form  and  con- 
sistence of  the  walls  of  the  sac  recalled  the  case  which  I  had  laid 
before  the  Society  previously,  although  the  tumour  extended 
higher  up  iu  the  abdomen.  The  condition  per  vaginam  (vagina 
flattened  against  pubes,  cervix  above  reach)  was  exactly  like  that 
found  in  retroversion  of  the  gravid  uterus,  and  iu  the  former  case 
of  extra-uterine  gestation ;  but  the  palpation  of  the  tumour 
through  the  abdomen  showed  that  the  tumour  was  not  the  gravid 
uterus.  And  in  this  case  one  could  recognise  (what  was  not  pre- 
sent in  the  former  case)  an  irregularity  in  the  surface  of  the 
tumour,  anterior  and  iu  the  middle  line,  which  at  intervals  became 
more  prominent  and  firmer  in  consistence.  From  these  characters 
it  was  diagnosed  as  the  empty  uterus  incorporated  with  the  front 
wall  of  tlie  gestation  sac. 

She  was  in  a  very  bad  state  for  operation, — almost  moribuml, 
but  it  seemed  her  only  chance.  After  consultation  with  Prof. 
Simpson  (who  kindly  assisted  me  in  the  operation),  abdominal 
section  was  done. 

Operation. — Tiie  peritoneal  cavity  was  opened  into  in  the  middle 
line,  and  contained  a  considerable  quantity  of  very  fcetid  fluid, — 
suggestive  rather  of  the  post-mortem  than  the  operating-room. 
The  uterus  was  seen  pushed  to  the  right  of  the  middle  line  by  a 
swelling  behind  it.  A  layer  of  tissue,  apparently  continuous  with 
the  fundus,  extended  i'rom  it  upwards,  where  it  was  lost,  becoming 
adherent  to  the  bowels.  It  ended  at  the  left  of  the  uterus  in  a 
free  border,  past  which  was  seen  a  bluish  swelling,  recalling  a 
thin-walled  ovarian  tumour  whose  pedicle  has  been  twisted.     This 
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was  incised,  and  tlie  fingers  passed  into  a  mass  of  blood-clot,  in 
the  heart  of  which  was  a  foetus  of  between  the  sixth  and  seventh 
month.  It  had  apparently  been  dead  some  time,  as  the  cord  had 
separated.     It  was  in  a  state  of  advanced  decomposition. 

The  sac  was  cleared  out  (the  placenta,  which  was  on  the  pos- 
terior wall  of  the  uterus,  coming  away  in  pieces),  then  washed  out, 
and  stitched  to  the  abdominal  wall.  A  very  foetid  discharge  now 
came  away  from  the  uterus  per  vaginam,  so  that  it  was  thought 
desirable  to  wash  out  the  uterine  cavity  thoroughly. 

From  the  condition  of  the  operation,  it  was  evident  that  there 
was  little  hope  of  her  recovery  ;  and  she  died. 

liemarJi'S. — To  ascertain  exactly  the  topographical  relations  of 
the  gestation  sac,  it  was  removed  with  the  pelvis,  and  the  whole 
frozen. 

Dr  Walker's  drawings  enable  us  to  follow  the  relations  of  the 
sac  to  the  uterus  and  the  pelvic  contents  generally.  The  sections 
made  were — Vertical  mesial,  left  lateral  sagittal,  and  two  right 
lateral  sagittal.  Tiie  right  lateral  sagittal,  running  about  f  inch 
from  the  middle  line,  shows  best  tlie  relations  of  the  sac  to  the  uterus; 
and  our  drawing  is  a  reduced  reproduction  of  it.     (See  Plate.) 

I.  Riglit  Lateral  Sagittal  Section. 

The  uterus  (U)  being  displaced  to  the  right  of  the  middle  line, 
is  here  divided  in  its  whole  extent.  Its  cavity  is  4  inches  long, 
the  walls  being  from  f  to  1  inch  in  thickness.  It  contains  remains 
of  decidua  (D). 

The  bladder  (B) — lying  chiefly  to  the  left  of  the  middle  line — is 
cut  throuu'h  at  its  riiiht  corner,  the  ureter  being  divided  in  its 
wall. 

The  rectum  (li,  B)  is  seen  throughout  almost  its  whole  extent ; 
it  lies,  therefore,  entirely  to  the  riglit  of  the  mesial  plane. 

The  collapsed  ^€S^«^ion  sac  (G.  S.)  appears  in  section  as  tri-radiate 
— one  limb  extending  downwards  in  the  position  of  the  pouch  of 
Douglas,  coming  into  relation  with  the  posterior  vaginal  wall  for 
^  inch,  the  second  limb  passing  upwards  among  the  intestines,  the 
third  forwards  towards  the  fundus.  Tlie  sac  -wall  is  intimately 
incorporated  with  the  posterior  wall  of  the  uterus. 

The perito7ieum  {fp),  on  the  anterior  surface  of  the  uterus, passes 
on  to  the  wall  of  the  gestation  sac,  which  is  not  nearly  so  thick  at 
this  point. 

The  intestines  {I)  are  closely  incorporated  with  the  sac  wall  as 
you  follow  it  upwards. 

The  vagina  {V)  is  cut  obliquely  in  its  upper  two-thirds, 

II.  The  Vertical  Mesial  Section. 

The  mesial  section  of  the  pelvis  passes  to  the  riglit  of  the  uterine 
cavity  (owing  to  the  lateral  displacement  of  the  uterus),  which  is 


Frozen  Section  of  Pelvis  with  Extra-uterine  Testation. 

U,  Uterus  :  D,  Decitlua  :  U.  S,  Gestation  Sac  :  H,  Rectum  ;  /,  Intestines  ; 

/;.  liliuMer  ;  P,  Pubes. 
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tlierefore  not  divided;  but  the  vagina  is  dividetl  throughout  its 
extent.  More  of  the  bladder  is  seen  in  this  section,  and  more  of 
the  lower  end  of  the  rectum ;  but  the  upper  portion  of  the  rectum 
(lying,  as  already  said,  to  the  right  of  the  middle  line)  is  only 
grazed  here. 

The  relations  of  the  sac  to  the  posterior  fornix  and  tlie  fundus 
uteri  are  the  same  here  as  in  the  former  section. 

The  lateral  sections  are  the  most  interesting,  as  enabling  us  to 
trace  the  connexion  of  the  sac  with  the  Fallopian  tubes.  In  the 
drawing  of  the  left  lateral  section,  made  by  Dr  Walker  after  the 
preparation  had  thawed,  you  can  trace  the  left  Fallopian  tube  from 
the  left  angle  of  the  uterus  throughout  its  course  to  the  fimbriated 
end.  It  simply  runs  in  the  sac  wall.  Below  it  is  tiie  left  ovary, 
somewhat  expanded,  and  also  incorporated  with  the  sac  wall.  The 
sac  has  not  therefore  been  developed  from  the  left  tube. 

The  left  ureter  can  also  be  seen  pushed  aside  by  the  sac,  and 
dilated. 

In  the  right  lateral  section  we  find  the  right  Fallopian  tube  much 
convoluted,  and  cut  across  at  various  points.  The  opposite  face 
of  this  section  shows  that  the  tube  communicates  directly  with  the 
gestation  sac  by  a  patulous  opening,  suggesting  that  at  least  the 
portion  of  the  wall  in  this  vicinity  is  formed  of  expanded  tube. 
The  sac  wall  is  much  thicker  here,  and  shows  in  its  anterior  part 
a  cyst  cavity  separated  from  the  proper  cavity  of  the  sac  by  a  con- 
siderable thickness  of  wall. 

The  intestines  are  entirely  displaced  upwards  as  far  as  the 
summit  of  the  sac;  and  liere  the  vermiform  appendix  is  seen, — 
greatly  altered  in  appearance  and  position,  its  walls  much  thick- 
ened, and  its  cavity  occupied  by  caseous-like  material.  Behind 
the  sac  is  seen  the  greatly  dilated  right  ureter  passing  round  its 
lower  angle  to  reappear  below  it  on  its  way  to  the  bladder. 

The  gestation  sac  is  evidently  developed  in  connexion  with  the 
right  Fallopian  tube.  Tiie  noteworthy  features  are — its  relations 
to  the  uterus  and  to  the  peritoneal  cavity. 

As  far  as  the  clinical  facts  go,  it  seems  to  have  been  from  an 
early  period  posterior  to  the  uterus  ;  and  it  is  notewortliy  also  that 
during  the  first  two  and  a  half  months  there  were  no  symptoms 
pointing  to  rupture.  To  account  for  these  facts,  you  might  suppose 
that  the  sac  had  fallen  down  and  was  lying  in  the  pouch  of 
Douglas  when  Dr  Ferguson  saw  the  case  in  j\Iarch.  That  a  sac 
can  come  to  occupy  this  situation  and  grow  there,  is,  I  think,  proved 
by  the  case  that  I  laid  formerly  before  the  Society.  It  would  be 
extremely  difficult  to  diagnose  a  sac  in  that  position  from  the 
retroverted  gravid  uterus.  The  attempt  to  replace  it  must  then 
have  been  followed  by  rupture ;  and  it  is  not  quite  clear  whether 
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rupture  took  place  into  the  peritoneal  cavity  or  the  broad  ligament. 
We  must  remember  what  a  very  delicate  membrane  the  peritoneum 
is — a  mere  layer  of  epithelial  cells  with  a  film  of  connective  tissue  ; 
and  how  the  pressure  of  a  tumour  causing  adhesions  completely 
obliterates  it.  I  do  not  attach,  therefore,  much  importance  to  the 
fact  that  the  peritoneum  cannot  be  traced  round  the  tumour;  and 
considering  the  delicacy  of  the  peritoneum,  I  think  we  may  attach 
too  much  importance  clinically  to  the  difference  between  intra- 
and  extra-peritoneal  ruptures. 

The  appearance  of  the  sac  wall  at  the  fundus  is,  however,  dis- 
tinctly in  favour  of  the  view  th.it  the  peritoneum  has  been  dis- 
sected off  the  posterior  wall  of  the  uterus  by  the  advancing  sac, — 
that  is  to  say,  that  its  growth  after  rupture  was  extra-peritoneal. 
Against  this  is  the  fact  that  the  sac  was  mesial  and  posterior. 
One  would  expect  a  sac,  burst  into  the  broad  ligament,  to  dis- 
place the  uterus  laterally,  dissecting  its  way  specially  to  one 
side  of  the  pouch  of  Douglas ;  in  this  case  it  has  extended 
both  to  right  and  left  of  the  middle  line,  simulating  through- 
out in  its  growth  exactly  the  relations  of  the  retrotlexed  gravid 
fundus.  The  simulation  was  further  maintained  by  the  almost 
complete  amenorrhcea.  There  was  a  slight  haemorrhage  in  the 
first  week  of  May,  and  also  on  two  occasions  while  she  was  in 
hospital. 

Iletention  of  Urine  was  present  about  the  same  period  that  we 
find  it  in  retroversion  of  the  gravid  uterus  ;  as  also  the  upward 
and  forward  displacement  of  the  vagina  and  cervix.  The  reason 
for  these  will  be  evident  when  you  look  at  the  relation  of  the 
tumour  to  the  uterus  and  bladder  as  seen  in  the  frozen  sections. 

What,  then,  are  we  to  rely  on  for  Differential  Diagnosis  in  such  a 
case  ? 

Haemorrhage  from  the  uterus  during  pregnancy  should  always 
put  us  on  our  guard.  We  associate  it  with  a  threatening 
of  labour ;  and  in  ninety-nine  cases  out  of  a  hundred  it  means 
that.  But  if  a  hsemorrhage  has  occurred  at  an  early  period 
of  gestation,  without  being  followed  by  abortion,  and  if  it  has 
occurred  on  different  occasions,  we  should  always  keep  before  us 
the  possibility  tliat  the  ovum  is  not  growing  in  the  uterus,  but  is 
extra-uterine.  In  this  case  the  slight  haemorrhage  on  three  occasions 
should  have  suggested  the  possibility  of  an  extra-uterine  gestation. 

The  only  physical  sign  we  can  rely  on  in  such  cases  as  these 
is  the  difference  between  the  feeling,  on  palpation,  of  a  gesta- 
tion sac  and  a  pregnant  uterus.  The  fingers  per  vaginam  may  not 
be  able  to  recognise  any  difference  between  a  gestation  sac  and  the 
uterus ;  but  the  abdominal  hand  will  detect  some  peculiarity  in 
the  shape,  or  the  outline  or  consistence,  which  will  raise  the 
suspicion  that  the  tumour  is  not  a  normal  pregnant  uterus.  In 
both  these  cases  the  contour  of  the  abdominal  swelling  was  uidike 
that  of  the  rounded  fundus  ;  it  was  harder,  and  tending  to  bulge 
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to  one  side  instead  of  rising  towards  the  middle.  And  in  the 
second  case,  tliough  tlie  nteriis  was  not  separate  from  the  sac  so 
that  you  could  recognise  it  distinctly,  there  was  a  swelling  in  the 
anterior  surface  of  the  sac  which  varied  in  its  consistence  from 
time  to  time — a  characteristic  wiiich  showed  that  this  part  of  the 
tumour  was  uterine,  although  the  whole  tumour  was  not  the  uterus. 

Eetroflexion  of  the  gravid  uterus  is  generally  regarded  as  a  well- 
marked  condition,  as  having  such  obvious  symptoms  and  physical 
signs  that  it  should  he  recognised  without  difficulty. 

Such  cases  as  the  foregoing,  exceptionally  rare  tliough  they  are, 
and  in  wliich  you  have  a  comparatively  rare  condition  simulating 
a  more  frequent  and  obvious  one,  are,  I  think,  of  peculiar  value. 


Dr  Ferguson  (of  Perth)  said  he  was  glad  to  have  been  present 
and  heard  Dr  Barbour's  interesting  paper.  As  regards  the  early 
clinical  history  of  the  case  while  under  his  observation,  he  could 
only  endorse  in  every  detail  what  had  been  related,  and  thanked 
the  Society  for  giving  him  this  opportunity  of  doing  so. 

Prof.  Simpson  thought  the  Society  was  much  indebted  to 
the  President  for  the  record  of  this  interesting  case,  more 
especially  in  connexion  with  the  case  which  he  had  previously 
communicated  to  the  Society.  He  (Prof.  Simpson)  had  repeatedly 
examined  that  case,  and  had  ever  since  been  cautious  in  speaking 
of  the  facility  of  diagnosis  of  the  impacted  retrotiexed  uterus.  The 
points  of  distinction  brought  out  in  tlie  President's  paper  were  of 
great  importance,  for  when  we  could  recognise  the  extra-uterine 
pregnancy  early,  we  could  interfere  in  the  way  of  operative  treat- 
ment with  the  most  hopeful  results.  By  the  time  Dr  Barbour  had 
had  the  opportunity  of  eventually  operating  on  the  patient  her 
condition  was  already  hopeless. 

Dr  Brevjis  thought  the  narrated  case  illustrated  the  value  of 
anaesthesia  in  cases  of  doubtful  diagnosis.  He  considered  that  in 
this  instance  a  correct  diagnosis  might  have  been  arrived  at  in  an 
early  stage  of  the  disease.  The  absence  of  decidual  meinltrane  in 
Dr  JBarbour's  case  added  greatly  to  the  difficulty,  as  its  presence 
was  a  valuable  sign  of  extra-uterine  gestation. 

Dr  Oliphant  said  he  had  seen  an  extra-uterine  gestation  behind 
the  uterus  so  closely  adherent  as  to  simulate  a  fibroid  ;  and,  also,  it 
was  possible  to  mistake  a  fil)roid  on  a  pregnant  uterus  for  a  uterus 
and  extra-uterine  gestation,  as  in  the  case  of  a  woman  he  expected 
to  deliver  who  had  recently  had  her  abdomen  opened. 

Dr  Barhour,  in  reply,  said  that  he  had  advisedly  described  it  as 
a  case  of  extra-uterine  gestation  simulating  retroversion  of  the 
gravid  uterus,  because  the  case  had  been  seen  at  an  early  period, 
before  syMii)toms  of  rupture  occurred,  by  Dr  Ferguson,  who  found 
the  swelling  at  that  date  distinctly  posterior  to  the  cervi.v.  He 
had  limited  his  observations  to  the  points  in  physical  diagnosis 
raised  by  the  case. 

X 
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Vrir.  THREE  CASES  ILLUSTRATIVE  OF  HERMAN  FREUND'S 
LAW  OF  PEDICLE  TORSION  IN  OVARIAN  TUMOURS. 

By  A.  R.  Simpson,  M.D.,  Professor  of  Midwifery  and  the  Diseases  of  Women 
and  Children  in  the  University  of  Edinburgh. 

Whkn  the  preparation  was  still  fresh,  I  showed  the  Society  a 
specimen  of  an  ovarian  dermoid  with  torsion  of  the  pedicle, 
remarking  that  it  illustrated  I)r  Herman  W.  Freund's  explanation 
of  the  pedicle  torsion  of  ovarian  tumours.^  Two  other  cases  of 
ovariotomy  this  spring  have  occurred  where  the  pedicles  were 
twisted,  and  as  the  histories  of  the  cases  which  furnished  the  pre- 
parations present  several  points  of  interest,  I  give  them  from  die 
ward  journal  as  drawn  up  by  Dr  Fothergill: — 

Case  I. — Lily  M'L.,  cet.  20.  Patient  was  admitted  on  December 
7th,  complaining  of  pain  in  the  abdomen,  especially  on  the  left 
side,  and  of  amenorrhoea  for  two  months.  On  December  1st  she 
fancied  she  strained  herself  in  reaching  up  to  clean  a  window. 
On  December  3rd  she  felt  a  severe  pain  in  the  right  iliac  region. 
Next  day  the  pain  was  absent ;  but  patient  felt  out  of  sorts,  and 
took  an  aperient.  On  the  following  day  the  pain  returned,  but 
patient  worked  hard  and  was  exposed  to  the  weather.  Two  days 
later  she  was  admitted,  having  been  at  work  till  the  night  before. 

Previous  health  excellent,  with  the  exception  of  measles  and. 
scarlatina. 

Family  health  interesting,  as  her  mother  states  that  she  herself 
had  a  tumour  (dermoid  cyst)  removed  from  the  face  some  years 
ago.  Two  of  her  sisters  (aunts  of  patient)  have  cancer — one  of 
mamma,  the  other  of  uterus — and  an  aunt  (great  aunt  of  patient) 
died  of  cancer  of  the  uterus. 

Menstruation  regular;  twenty-one  days'  type;  duration  four  days. 
There  was  some  irregularity  at  its  establishment;  and  patient  had 
an  excessive  discharge  once,  a  year  ago.  She  has  missed  the  last 
two  periods ;  she  has  sometimes  had  post-menstrual  leucorrhoea. 
No  pregnancy  or  abortion.  During  the  present  attack  the  patient 
has  had  pain  on  micturition.     She  has  always  been  constipated. 

On  physical  examination,  the  maminye  were  small  and  distinctly 
nulliparous.  The  abdomen  was  slightly  rotund,  with  a  tense 
elastic  wall.  Some  tenderness  was  noted  in  the  right  iliac  fossa 
and  hypogastrium.  The  percussion-note  was  tympanic  in  all 
regions.  F.  V.,  the  cavity  was  roomy,  with  moist  rugose  walls. 
There  was  some  tenderness.  The  cervix  was  normal.  A  firm 
rounded  swelling  could  be  felt  to  the  right  of  the  uterus.  Under 
chloroform  this  was  found  to  be  about  the  size  of  a  child's  head. 

1  "Der  gewbhnliche  und  ungewohnliche  Wanderungsmechanismus  wach- 
sender  Eierstocksgeschwulste,"  Volkmann's  Sammlung,  361-62  ;  and  also  "Die 
Stieldrehung  der  Eierstocksgeschwulste,"  Centralblattfiir  Gyncelcologie,  4th  June 
1892. 
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The  uterus  lay  souiewbat  backward  aud  to  the  left,  and  was  normal 
ill  size  aud  consistency. 

On  December  23rd  Prof.  Simpson  opened  the  abdomen,  and 
found  that  extensive  adhesions  had  formed;  but  on  separating 
these  he  found  a  cyst,  with  its  pedicle  twisted  to  the  left,  growing 
from  the  right  ovary.  Torsion  had  caused  effusion  of  blood  into 
the  mass,  and  about  §iij.  of  dark  fluid  was  aspirated.  The  tumour 
removed  was  thick-walled,  multilocular,  and  obviously  dermoid  in 
character, — one  cavity  containing  hair,  others  whitish  sebaceous 
matter,  aud  others  being  lined  with  a  structure  closely  resembling 
a  mucous  membrane. 

Recovery  was  unmarked  by  any  abnormal  symptom,  and  the 
patient  was  dismissed  well  four  weeks  later. 

Case  IT. — Mrs  M.,  ast.  29.  Tiie  patient  was  confined  of  her 
sixth  cliild  on  December  10th,  1893,  and  noticed  that  her  abdomen 
remained  much  distended  during  the  puerperium.  At  the  beginning 
of  March  she  was  admitted  to  the  Royal  Infirmary,  complaining  of 
the  mechanical  inconvenience  caused  by  the  large  size  of  her 
abdomen.  There  had  been  some  pain  previously,  which  dis- 
appeared two  weeks  before  admission. 

Her  previous  health  had  been  excellent.  The  family  history 
was  unimportant.  Menstruation  began  at  the  age  of  14  and  was 
irregular,  the  type  varying  from  twenty-one  to  twenty-eight  days; 
duration,  three  to  four  days.  There  was  no  menorrhagia,  dys- 
menorrhoea,  or  menorrhagia,  nor  was  there  any  intermenstrual 
discharge.  Her  pregnancies  were  six  in  number — the  first  ten  years, 
and  the  last  three  months,  before  admission.  Labours  and  puerperia 
were  all  normal,  except  the  last  puerperium,  which  was  complicated 
as  above  mentioned.  During  the  pregnancy  she  thought  she  was 
"larger"  than  usual,  but  had  no  abnormal  symptoms.  Lactation 
in  the  last  case  was  terminated  in  hospital  by  belladonna  plasters. 
There  was  no  disturbance  of  the  functions  of  bladder  or  rectum, 
nor  were  any  of  the  other  systems  affected. 

On  physical  examination  the  mammae  were  of  moderate  size,  but 
full  of  milk,  with  dark  areola  and  prominent  nipple. 

The  abdomen  was  very  prominent,  and  resembled  in  size  a  full- 
time  pregnancy.  The  umbilicus  protruded,  and  the  striations  were 
numerous.  A  very  tense  tumour  was  felt  on  palpation  rising  from 
the  pelvis,  and  yielding  marked  fluctuation.  Tlie  percussion  note 
was  dull,  except  for  1^  inch  below  the  ensiform  and  over  a  small 
portion  of  each  flanks  P.  V.,  the  cavity  was  smooth  aud  moist, 
conical  in  shape,  like  a  senile  vagina.  The  cervix  was  small  aud 
atrophied,  the  body  of  the  uterus  being  but  indistinctly  palpable. 
The  rounded  lower  surface  was  felt  to  move  on  pressure  with  the 
external  hand.     The  ai)pendages  were  not  palpable. 

On  March  14th  Pro!'.  Simpson  opened  the  abdomen,  and  lindiug 
numerous    adhesions    between    the    tumour    and    the    omentum, 
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separated  these  witli  sponges,  and  then  aspirated.  The  Huid  was 
brown  and  viscous.  Some  degenerated  septa  escaped  along  with 
it.  The  tumour  was  then  found  to  arise  from  the  left  ovary,  with 
a  well-marked  twist  to  the  right.  Tlie  other  ovary  was  healthy. 
The  uterus  was  very  small  and  thin,  recalling  the  atrophied  con- 
dition of  tlie  cervix  noted  F.V.  The  pedicle  was  secured  with  a 
single  ligature,  the  tumour  removed,  and  the  incision  closed. 

The  patient  recovered  without  a  bad  symptom,  and  was  dis- 
charged well  four  weeks  later. 

Case  Iir. — Mrs  N.,  set.  24.  Patient  admitted  February  7th, 
1894,  with  pain  in  back  and  abdomen,  mostly  on  left  side ;  also 
pain  in  the  legs,  of  four  months'  duration.  Slie  had  a  miscarriage 
five  months  ago.  She  had  then  severe  pain  in  the  legs  and  back. 
Her  general  liealth  has  since  improved.  Previous  health  ex- 
cellent ;  family  history  unimportant. 

Menstruation  began  at  15,  was  of  twenty-eight  days'  type,  and 
five  or  six  days'  duration.  There  was  always  some  dysmenorrboea  ; 
but  previous  to  marriage,  eight  months  ago,  no  amenorrhoea,  menor- 
rhagia,  or  leucorrhoea.  After  marriage,  she  missed  two  periods  and 
aborted  at  the  third  month ;  she  then  menstruated  four  times,  and 
had  sume  intermenstrual  leucorrhoea.  She  has  not  menstruated 
at  the  last  two  periods.  Patient  sometimes  has  pain  in  the  region 
of  bladder  after  micturition.     She  suffers  from  constipation. 

On  physical  examination  the  mammre  are  large  and  unstriated, 
with  secondary  areola  and  prominent  nipple,  a  large  amount  of 
gland  tissue,  but  no  secretion. 

The  abdomen  is  prominent,  specially  on  the  right  side.  There 
are  no  striae,  a  faint  linea  nigra,  and  tlattened  umbilicus.  A  large 
rounded  tumour  can  be  felt  reaching  from  the  pelvis  to  an  inch 
above  the  navel  and  2  inches  to  the  left  of  the  middle  line,  extend- 
ing on  the  right  back  along  the  crest,  almost  to  the  quadratus 
lumborum.  Fluctuation  is  very  perfect.  Tlie  percussion-note  is 
dull  over  the  area  mentioned.  P.V.,  there  is  a  roomy  vagina;  the 
cervix  is  large,  soft,  and  higli  up.  Through  the  right  and  anterior 
fornices  can  be  felt  tlie  body  of  the  uterus,  separate  from  tlie 
tumour,  which  can  be  pressed  by  the  external  liand  into  the  pelvic 
brim.  The  body  of  the  uterus  is  tlie  size  of  one  three  months 
pregnant,  and  has  the  same  consistency.  The  vaginal  walls  show 
the  purple  hue  of  pregnancy. 

On  February  17th  Prof.  Simpson  opened  the  abdomen,  and  found 
a  parovarian  cyst  growing  from  the  left  side,  twisted  to  the  right,  and 
lying  to  the  right  of  the  abdomen.  The  uterus  was  three  months 
pregnant  and  pushed  to  the  right.     The  tumour  was  removed. 

llecovery  was  perfect,  and  occurreil  with  no  interference  to 
pregnancy.  Patient  was  dismissed  a  moiiLh  later,  and  I)r  Clarkson 
wrote  on  May  1st  saying  that  she  is  in  good  health,  and  pregnancy 
advancing  normally. 
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Okigin  of  Dermoids. 

The  first  case  presents  a  point  of  interest  in  regard  to  the 
iiosogenesis  of  the  tumour,  which  was  a  dermoid.  Two  distinct 
e.xphinations  have  been  otfered  of  the  origin  of  dermoid  tumours 
of  the  ovary : — 

1.  Blunienbach,  Waldeyer,  Lavvsou  Tait,  and  others,  liave  main- 
tained the  opinion  that  they  arise  from  perverted  development  of 
an  ovum  or  primordial  germ  cell.  This  theory  is  very  earnestly 
pressed  by  W.  A.  Johnstone  of  Cincinnati  in  a  paper^  read  last  year 
before  the  American  Gynecological  Society,  in  which  he  relates 
the  history  of  a  case  where  he  found  in  the  wail  of  an  ovarian 
dermoid  "  the  inside  of  a  heart  almost  perfectly  formed." 

2.  The  idea  of  Heschl,  on  the  other  hand,  that  we  have  here 
to  do,  as  in  dermoid  tumours  elsewhere,  with  the  inclusion  of 
cutaneous  elements  that  have  become  ensnared  among  the  deeper 
tissues  during  the  development  of  the  embryo,  is  strongly  advocated 
by  Olshausen.^  The  circumstances  that  the  mother  of  our  patient 
had  had  a  dermoid  tumour  of  the  cheek,  and  that  some  of  her  otlier 
relatives  had  been  the  subjects  of  cancers — the  origin  of  which  has 
been  attributed  by  Waldeyer  to  the  inclusion  of  epithelial  elements 
in  connective  tissues — seem  to  lend  probability  to  this  explanation. 
At  the  same  time,  it  is  to  be  observed  that  the  tumour  is  not  a 
pure  dermoid ;  for  while  one  cyst  contained  skin  with  hair  and 
sebaceous  contents,  other  cysts  contained  a  more  watery  fluid,  and 
were  lined  with  the  epithelial  cells  that  more  resemble  those  of  a 
mucous  membrane.  And  Bland  Sutton^  has  shown  that  there  are 
all  stages  of  transition  from  the  true  dermoids  to  the  ordinary 
glandular  cystomata  of  the  ovary,  the  origin  of  which  he  traces  to 
the  follicular  elements  of  the  ovary  proper. 

SUPERIN  VOLUTION   OF   THE   UtERUS, 

The  second  case  was  peculiar  in  its  association  with  atrophy  of 
the  uterus.  This  had  set  in  after  the  confinement,  three  months 
before  the  operation.  In  a  communication  I  made  to  this  Society 
on  Superinvolution  of  the  Uterus,'*  I  pointed  out  that  this  puerperal 
atrophy  might  be  associated  with  the  development  of  tumours,  and 
made  reference  to  a  case  where  the  superinvolution  set  in  after  an 
abortion  in  a  patient  who  had  a  sarcomatous  tumour  of  the  thigh. 
In  the  present  instance,  I  cannot  trace  any  condition  that  would 
explain  the  atrophy,  except  the  nutritive  disturbance  in  the  whole 
sexual  apparatus,  due  to  the  apparently  rapid  growth  of  the  ovarian 
tumour  subse(j[uently  to  tlie  labour,  or  interference  with  the  uterine 

1  Transactio7is  of  the  American  Gynecological  Societij,  Vdl.  xviii.  p.  30l,  189.'3. 

2  Billroth  and  Luecke's  Ifandbuch  dcr  Frnueiikrankheiten,  ii.  p.  (i(i5. 

3  Dermoids,  or  Tumours  containing  Skin,  Hair,  Teeth,  etc  ,  l.S8i>,  p.  lOU. 
*  Edinburgh  Ubdetrical  Trunsaction.<,  vol.  viii.  p.  8f<,  188:i-J-3. 
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circulation  from  the  torsion  of  the  ovarian  pedicle.  The  super- 
involution  liad  been  recoj^nised  in  the  bi-manual  examination  of 
the  patient,  conjoined  with  the  use  of  the  sound,  and  was  confirmed 
by  direct  observation  during  the  operation. 

Ovariotomy  duhing  PiiEGNANCV. 

The  peculiarity  in  the  third  case  was  its  complication  with 
pregnancy.  The  possibility  of  the  occurrence  of  conception  in  a 
woman  with  an  ovarian  tumour  is  well  known,  but  the  diagnosis 
is  not  always  easy.  In  some  cases  the  discovery  has  only  been 
made  after  the  abdomen  has  been  opened,  with  the  view  of  remov- 
ing the  ovarian  growth.  Various  opinions  have  been  expressed  as 
to  the  influence  of  pregnancy  on  such  tumours, — some  believing 
that  the  tumour  grows  more  rapidly,  others  that  it  is  checked  in 
its  development.  Dsirne,  in  his  paper  on  "  Ovariotomy  in  Preg- 
nancy,"^ thinlvs  tiie  evidence  is  in  favour  of  their  more  rapid 
growth  in  pregnant  women.  The  pregnancy,  he  goes  on  to  show, 
may  progress,  and  labour  end  unhindered, — Hegar  and  Kaltenbach 
giving  the  labours  that  end  normally  in  presence  of  ovarian 
tumours  as  60  per  cent. ;  and  Dsirne  himself  finding  29  out  of 
135  cases  where  the  woman  had  at  least  been  delivered  once  before 
the  tumour  gave  rise  to  trouble.  Sometimes  there  had  been  several 
labours, — as  many  as  eight  or  eleven.  But  when  the  question 
arises  as  to  the  treatment  of  a  gravid  woman  suffering  from  an 
ovarian  tumour,  we  have  to  keep  in  view  that  Heiberg  has  given 
the  results  of  271  cases  of  this  complication,  which  showed  that 
one-fourth  of  the  mothers  and  two-thirds  of  the  infants  perished. 
Hence  obstetricians  more  and  more  are  encouraged  to  have 
recourse  to  ovariotomy  during  pregnancy.  When  we  look  at  the 
results  of  ovariotomy  in  pregnant  women  as  given  by  Olshausen,^ 
we  find  that  of  82  patients  operated  on  74  recovered,  giving  a 
mortality  of  9"8  per  cent.,  which  closely  approaches  to  the  mortality 
of  9"5  per  cent,  which  he  gives  as  the  result  of  ovariotomy  in 
general.  Dsirne's  statistics  give  a  mortality  of  only  5'9  per  cent. ; 
and  among  his  135  cases  there  were  six  where  both  ovaries  were 
removed.  All  the  six  women  recovered:  two  aborted,  one  had 
premature  labour  at  the  eighth  month,  the  other  three  had  normal 
deliveries.  He  shows  that  the  pregnancy  is  interrupted  in  22 
per  cent.,  that  the  operation  becomes  more  dangerous  as  pregnancy 
advances,  and  that  the  third  month  is  the  most  favourable  period. 
Polaillon^  gives  a  case  of  double  ovariotomy  at  three  and  a  half 
months,  v,'here  the  tumours  were  adherent  to  the  omentum  and 
the  bowels,  yet  the  patient  recovered,  and  had  a  normal  delivery 
at  the  full  term.  Our  patient  came  under  observation,  therefore, 
and  was  operated  on  at  tiie  most  satisfactory  period  of  pregnancy. 

1  Archivfiir  Gyncekologie,  xlii.  415,  1892.  ^  j^qc,  cit.,  399. 

2  Annules  de  Gynecologie,  xxxvii.  2,  1892. 
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Pedicle  Torsion. 

The  point  of  common  interest  in  the  three  cases  is  that  in  each 
tliere  was  marked  torsion  of  the  pedicle.  Now,  as  regards  tlie  first 
of  the  cases,  where  we  had  to  do  with  a  dermoid  tumour,  we  note 
that  whilst  Olshausen  gives  the  proportion  of  dermoids  in  all  cases 
of  ovariotomy  as  4  or  5  per  cent.,  he  found  that  in  his  twenty-one 
cases  of  pedicle-torsion  four  were  dermoids.  One  of  the  earliest 
papers  on  the  twisting  of  the  pedicles  of  ovarian  tumours  was 
submitted  to  this  Society  many  years  ago  by  Sir  William  Turner,^ 
and  out  of  the  seven  cases  that  formed  the  basis  of  his  communi- 
cation, in  at  least  four  the  tumours  were  dermoid.  As  regards  the 
second  case,  it  may  be  taken  to  support  the  idea  expressed  by  Sir 
Spencer  Wells  and  others,  that  torsion  of  the  pedicle  is  apt  to 
follow  the  diminution  of  the  uterus  after  labour;  whilst  the  third 
case  may  be  supposed  to  corroborate  the  opinion  of  Barnes, 
Schroder,  etc.,  that  the  torsion  may  be  produced  by  the  growth  of 
the  gravid  uterus. 

These  and  many  other  causes  have  been  adduced  in  explanation 
of  the  occurrence  of  the  twist.  The  influence  of  the  alternate 
filling  and  emptying  of  the  rectum,  first  clearly  enunciated  by 
Lawson  Tait,^  has  been  maintained  by  Alban  Doran^  and  others. 
Klob  refers  the  rotation  to  the  alternate  tilling  and  emptying  of 
the  bladder;  whilst  unequal  growth  of  the  tumour,  changes  of 
position  of  the  patient,  the  action  of  the  abdominal  muscles,  and 
gynecological  examinations,  have  all  been  called  in  to  explain  the 
occurrence  in  cases  where  axial  rotation  has  been  found  during 
ovariotomy.  The  most  important  contribution,  however,  to  the 
whole  subject  has  been  made  by  Dr  Herman  Freund,  in  the  papers 
to  which  I  have  referred.  He  has  sliown  that  in  the  progress  of 
growth  ovarian  tumours  undergo  changes  of  position  at  two 
different  stages.  In  the  first,  whilst  they  are  pelvic,  their  tendency 
is  to  grow  downwards  behind  the  uterus,  and  to  keep  their  pedicle 
on  their  anterior  aspect.  In  tiie  second  stage,  when  they  rise  out 
of  the  pelvis,  they  tend  to  fall  forwards  towards  the  abdominal 
wall,  and  their  pedicle  is  then  found  on  their  posterior  aspect.  My 
old  master,  Prof.  Goodsir,  used  to  teach  us  that  there  was  a  law  of 
spirality  guiding  the  growth  of  all  organisms.  This  idea  has  been 
worked  out  by  Prof.  Emil  Fischer  of  Strassburg,'*  who  maintain^ 
that  axial  torsion  is  a  function  of  the  living  cell ;  tl)at  the  growtl 
of  organisms  takes  place  under  constant  spiral  axial  torsion,  aiu' 
that  bi-lateral  symmetrical  organisms  possess  on  the  right  side  o 
the  body  sinistro-spiral  growtli-torsions,  and  on  the  left  dextro 
spiral  growth-torsions  ;  and  he  indicates  that  this  holds  good  witl 

1  Edinburgh  Medical  Journal,  1860-61,  p.  698. 

2  Diseases  of  the  Ovaries,  1883,  p.  3(>3. 

^  Tumours  of  the  Ovary,  etc.,  1884,  118. 

■*  Das  Drehungsgesetz  bci  dem  JFachsthum  der  Organismen,  1884. 
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r(^<:;nrd  to  ovaries,  ov.ariaii  ligaineuts,  tubes,  and  broad  li_i;aiiieiit=!. 
Now,  H.  Freuiid  has  made  observations  which  coufirin  Fischer's 
thesis;  and  pushing  his  investigations  into  the  condition  of  the 
pedicle  of  ovarian  tumours,  comes  to  tlio  conclusion  that  in  all 
cases  where  an  ovarian  tumour  reaches  the  second  stage,  and  has 
no  obstacle  presented  to  its  usual  progress,  there  will  be  found  a 
torsion  of  the  pedicle  to  the  left  in  right-sided,  and  to  the  right  in 
left-sided  tumours.  The  usual  rotation  may  be  prevented  or 
counteracted  by  adhesions,  by  the  presence  of  other  tumours,  oi- 
by  undue  tension  of  the  abdominal  walls.  The  rotation  may 
represent  only  half  a  turn  or  a  full  turn,  and  in  some  cases  may 
be  oftener  twisted  without  giving  rise  to  distinct  disturbaiice, 
though  he  finds  that  the  cases  of  exaggerated  torsion  occur  in 
the  nearly  200  cases  that  formed  the  subject  of  his  research  in  about 
the  proportion  of  8  per  cent.,  which  is  given  by  Olsbausen  as  the 
percentage  of  pedicle-torsions  generally  in  ovariotomy.  Whatever 
may  lead  in  individual  cases  to  the  exaggerated  torsions,  Freund 
seems  fairly  to  have  established  the  law  that  right  ovarian  and 
parovarian  tumours  have  normally  a  sinistro-spiral  twist  of  the 
pedicle,  and  that  tumours  of  the  left  side  have  a  dextro-spiral 
twist.     The  cases  I  have  related  are  accordant  with  Freund's  law. 


Dr  Ilalliday  Croom  had  listened  to  Prof.  Simpson's  paper 
with  much  interest,  as  he  had  himself  had  to  deal  with  many 
cases  of  twisted  pedicle.  He  had  pointed  out  that  in  a  great 
many  cases  where  he  had  known  of  the  ovarian  tumour  before 
symptoms  of  torsion  were  developed  he  had  found  the  tumour 
entirely  pelvic,  and  after  the  symptoms  became  marked  the 
tumour  had  become  abdominal.  He  was  under  the  belief  that 
the  first  twist  occurred  by  the  tumour  in  whole  or  in  part  slipping 
out  of  the  pelvis  after  some  strain.  He  thought  that  this,  at  any 
rate,  initiated  torsion. 

Dr  Brewis  considered  Prof.  Simpson's  pa])er  a  most  valuable 
contribution  to  the  subject  of  torsion  of  the  pedicle,  and  the  Society 
was  greatly  obliged  to  him  for  bringing  forward  his  cases  in 
illustration  of  Freund's  theory,  which  theory  seemed  of  great 
importance  as  being  a  definite  and  feasible  one.  Twisting  of  the 
]iedicle  doubtless  occurred  in  more  cases  than  was  supposed;  in 
Dr  Brewis's  experience  it  had  always  been  most  marked  in  ovarian 
tumours  associated  with  pregnancy.  In  the  case  which  Dr  Brewis 
showed  to  the  Society  to-night,  the  torsion  had  been  so  great  as  to 
destroy  the  vitality  of  the  pedicle  and  likewise  of  the  tumour. 

T/ie  President  thought  the  law  of  spirality  in  growth  was  not 
applicable  to  ovarian  tumours,  because  the  pedicle  was  not  an 
integral  part  like  the  branch  of  a  tree,  but  a  structure  forme<l 
artificially  during  growth.  The  law  of  spirality  might  iidluence 
the  growth  of  a  structure  like  the  Fallopian  tube,  but  lie  i'ailed  to 
see  its  applicability  to  an  ovarian  pedicle. 
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Prof.  Simpson,  in  reply,  taking  up  first  the  point  referred  to  by 
the  President,  indicated  that  Freund's  very  contention  was  that 
torsion  of  the  pedicle  to  a  certain  extent  was  the  rule,  and  was 
found  in  every  case  where  there  was  no  counteracting  condition, 
and  would  be  often  observed  if  ovariotomists  would  take  time, 
before  securing  the  pedicle,  to  examine  its  condition.  Tiiough  the 
pedicle  was  usually  composed  of  various  elements,  these  all  were, 
according  to  Fischel,  in  a  state  of  axial  rotation  in  their  physio- 
logical condition,  and  all  in  the  same  direction  on  their  respective 
sides,  so  that  when  the  patliological  development  occurred  they 
retained  their  normal  torsion  as  they  underwent  elongation.  He 
(Prof.  Simpson)  was  glad  Dr  Croom  had  reminded  them  of  his 
observation  of  the  tendency  of  the  torsions  to  occur  at  the  date  of 
the  escape  of  the  ovarian  tumours  from  the  pelvis,  for  whatever 
might  be  the  condition  causing  the  exaggerations  of  the  rotation,  it 
was  precisely  at  that  time,  on  Freund's  showing,  that  the  normal 
torsion  was  free  to  manifest  itself. 


IX.  ON  THE  CAUSATION  OF  THE  SACCULATED  PREGNANT 

UTERUS. 

By  J.  Halliday  Croom,  M.D.,  F.R.C.P.  Ed.,  F.R.S.E. 

A  SACCULATED  pregnant  uterus  occurring  in  the  later  months  of 
gestation  is  by  no  means  a  frequent  occurrence,  and  the  difficulties 
associated  with  the  diagnosis  are  so  great  that  I  have  thought  it 
well  to  describe  four  cases  which  I  have  met  with  lately. 

The  condition  has  been  described  under  various  names, — e.g., 
retroversion  of  gravid  uterus  at  term,  sacciform  uterus,  and  saccu- 
lated uterus.  Merriman,  in  his  work  A  Synopsis  of  the  Various 
Kinds  of  Difficult  Parturition,  says  "  that  he  has  liad  opportuni- 
ties of  being  acquainted  with  two  cases  of  that  peculiar  and 
unusual  position  of  the  uterus  in  which  the  os  uteri  is  projected  so 
high  above  the  symphysis  pubis  as  to  be  beyond  the  reach  of  the 
finger,  and  the  body  of  the  uterus  so  completely  fills  up  the  back 
part  of  the  pelvis  that  the  sacrum  cannot  be  touched." 

In  one  case  the  situation  of  the  patient  at  the  first  seemed 
inexplicable,  and  she  continued  several  days  in  labour ;  but  the 
gradual  efforts  of  Nature  at  length  completed  her  delivery  by 
restoring  the  womb  to  nearly  its  natural  situation.  She  recovered, 
but  the  child  was  dead-born. 

A  second  case  recorded  by  Merriman  was  as  follows : — "Pains 
and  discharge  of  liquor  amnii.  Per  vaginam,  whole  of  back  part  of 
pelvis  filled  up  by  a  globular  tumour  and  no  os  uteri  felt.  Per 
rectum,  tumour  made  out  to  be  uterine.  Patient  continued  with 
pains,  and  on  the  following  day  the  tumour  descended  and  patient 
had  convulsions.  On  18/5/i  and  l^th  no  change.  On  2Qth,  on 
passing  finger  above  pubis,  evidence  of  a  show,  but  os  could  not  be 
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felt.  On  21st,  tumour  ascended  above  brim  of  pelvis  and  putrid 
head  of  foetus  descended,  and  os  became  evident.  Labour  ended  by 
craniotomy."  Merriman  further  adds :  "  Tliese  cases,  I  conceive, 
establish  tlie  fact  that  a  retroversion  of  the  utei'us  may  exist  at  the 
full  term,  and,  if  I  mistake  not,  go  far  to  prove  that  many  cases  of 
supposed  extra-uterine  gestation  were  in  reality  cases  of  retro- 
verted  gravid  uterus."  He  further  cites  a  case  where  a  foetus  was 
removed  through  the  posterior  vaginal  wall,  supposed  to  be  a  case 
of  extra-uterine  pregnancy,  which,  however,  merely  turned  out  to 
be  a  case  of  retroverted  uterus.  From  Merriman's  time  till  now 
cases  of  this  abnormality  have  been  recorded  by  Oldham,  Eeid, 
Duhrssens,  Sperber,  and  others. 

The  following  four  cases  have  come  under  my  own  personal 
observation  : — 

Case  I. — A  multipara  of  35  years  of  age  was  sent  to  me 
supposed  to  be  suffering  from  a  large  ovarian  tumour.  On 
examination  I  found  a  large  semi-solid  irregular  mass  filling  up 
the  abdomen,  and  reaching  half-way  between  the  umbilicus  and 
ensiform  cartilage.  On  the  left  side  below  the  umbilicus  the  mass 
seemed  softer,  but  with  this  exception  the  whole  tumour  seemed 
one  mass,  and  liad  all  the  characteristics  of  a  semi-solid  ovarian. 
There  were  no  auscultatory  sounds  of  any  kind,  and  the  woman 
gave  a  history  of  suppressed  menstruation  for  over  a  year.  Per 
vaginam,  the  pelvis  was  filled  up  by  an  elastic  bulging  mass  with 
a  somewhat  irregular  surface.  No  trace  of  a  cervix  uteri  could  be 
found  even  after  the  most  careful  examination  under  anaesthesia. 
Under  these  circumstances,  I  think  I  was  more  than  justified  in 
coming  to  the  conclusion  that  the  patient  was  suffering  from  a 
large  semi-solid  sessile  ovarian  tumour.  Indeed,  the  absence  of 
the  03, — the  presumption  being  that  the  uterus  was  tilted  upwards 
and  forwards,  as  is  so  often  the  case  in  sessile  tumours, — the  absence 
of  auscultatory  sounds,  the  menstrual  history,  and  the  physical 
examination  of  the  tumour,  rendered  no  other  diagnosis  possible. 
I  accordingly  operated,  and  on  opening  the  abdomen  found,  as  I 
expected,  a  large  semi-solid  ovarian  tumour.  On  attempting  to 
remove  it,  however,  I  found  a  second  tumour  on  the  left  side, 
reaching  up  to  near  the  umbilicus,  unconnected  with  the  ovarian 
mass.  Its  real  nature  I  at  first  did  not  recognise.  The  ovarian 
tumour  was  pediculated  and  removed  without  any  great  difficulty. 
The  fact  of  its  being  pediculated  showed  that  it  had  no  relation  to 
the  pelvic  mass  below.  The  point,  however,  of  main  interest  is 
this,  that  projecting  from  tlie  lower  edge  of  the  ovarian  tumour 
there  was  a  hard  solid  projection  firmly  impacted  against  the  soft 
mass  to  which  I  have  just  referred,  and  slightly  adherent  to  it. 
Tliis  projection  pressed  over  the  brim  of  the  pelvis,  deeply  indent- 
ing and  dividing  into  an  upper  and  a  lower  half  what  turned  out 
to  be  the  pregnant  uterus. 
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After  recognising  the  condition  of  matters,  I  removed  the  ovarian 
tumour.  Two  days  afterwards  the  patient  showed  signs  of  labour. 
I  examined  her  per  vaginam,  and  could  just  manage  to  reach  the 
OS  and  feel  the  projecting  head.  Owing  to  the  abdominal  wound 
and  recent  operation,  I  dilated  as  rapidly  as  I  could,  and  delivered 
with  forceps  a  foetus  between  six  and  seven  months  old.  In  this 
case  the  lower  segment  of  tlie  uterus  contained  the  head,  and  the 
upper  the  trunk  and  the  extremities. 

Tlie  cause  producing  this  sacculated  condition  was  obviously  the 
growth  of  the  ovarian  projection  pari  loassu  with  the  development 
of  pregnancy. 

Case  II.  illustrates  the  production  of  this  abnormality  fioni  a 
different  cause.  In  1886  I  saw  a  patient  suffering  from  a  large 
pelvic  abscess  which  was  pointing  through  the  vaginal  roof.  She 
had  missed  two  periods,  supposed  to  be  due  to  exhaustion  and 
ansemia  consequent  on  the  abscess.  The  abscess  cavity  was 
drained,  and  patient  quite  recovered.  I  heard  nothing  of  her  again 
for  seven  months,  when  I  was  asked  by  her  medical  attendant  to 
see  her,  as  she  was  in  labour,  and  he  could  find  no  os.  We  found 
a  tumour,  evidently  the  pregnant  uterus,  reaching  as  far  up  as  the 
umbilicus,  and  a  round,  firm,  solid  mass  occupying  the  vagina. 
Under  an  anaesthetic  I  could  just  feel  the  posterior  lip  of  the  cervix. 
It  was  quite  hard  and  fixed.  I  waited  some  little  time,  but  the 
cervix,  which  was  hard  and  indurated,  showed  no  symptoms  of 
dilating,  and  her  previous  abscess  in  the  pelvis  and  subsequent 
adhesions  did  not  warrant  one  in  using  any  great  effort  to  pull  tlie 
cervix  into  position.  There  was,  therefore,  no  alternative  but  to 
open  the  abdomen  and  extract  the  foetus.  This  offered  no  difficulty 
except  one,  viz.,  that  I  had  some  trouble  in  pulling  the  head,  which 
was  large  and  somewhat  hydrocephalic,  out  of  the  cavity  of  the 
pelvis.  The  child  was  dead,  and  the  mother  recovered  from  the 
operation  ;  but  later  on,  about  the  second  week,  she  developed 
peritonitis,  probably  septic  in  origin,  and  died  of  pneumonia. 

Dr  Eeid  of  Glasgow  communicated  a  somewhat  similar  case  to 
this  Society,  which  he  designated  as  "  labour  obstructed  from  an 
unusual  cause."  In  his  case  the  placenta  occupied  the  lower 
uterine  segment,  and  the  cause  of  the  displacement  he  attributed 
to  adhesions  consequent  upon  an  old  pelvic  inflammation. 

Case  III. — A  third  case  was  sent  to  me  l)y  Dr  M'Kercher,  which 
serves  to  illustrate  still  further  the  method  by  which  this  anonudy 
is  produced. 

A  multipara  of  44,  supposed  to  be  suffering  from  an  ovarian 
tumour,  was  sent  here  for  operation.  I  found  a  tumour,  somewhat 
irregular  in  shape,  occupying  the  abdomen  and  reaching  as  far  up 
as  the  umbilicus.  The  vagina  was  likewise  filled  by  a  large 
rounded   tumour.     No  cervix  uteri  could  be  anywhere  detected, 
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ami  as  tliere  was  no  auscultatory  sounds  to  be  heard  except  a  very- 
faint  souffle,  as  the  patient  had  had  irregular  hremorrhages,  and  as 
the  tumour  had  grown  rapidly,  I  arrived  at  the  conclusion  that  she 
was  sulTering  from  a  sessile  ovarian.  1  accordingly  opened  her 
abdomen,  and  to  my  surprise  found  a  pregnant  uterus.  Before 
closing  the  wound  1  was  interested  to  know  the  cause  of  what  was 
obviously  a  sacculated  uterus.  The  only  abnormality  I  could  dis- 
cover was  a  fibroid  tumour  in  the  anterior  uterine  wall,  which  by 
impinging  on  the  brim  of  the  pelvis  had  prevented  the  lower 
uterine  segment  rising.  I  very  gently  freed  this,  and  closed  the 
abdomen.  Pour  days  afterwards  the  woman  was  delivered  with 
the  greatest  ease,  the  cervix  coming  into  its  proper  axis.  After 
the  birth  of  the  child  the  uterus  again  became  retroverted,  and 
there  was  some  difficulty  in  removing  the  placenta. 

Duhrssens  records  a  case  of  gravid  retroflexion  at  the  sixth 
month  which  was  associated  with  a  soft  fibroid  in  the  anterior 
wall.  It  was  partially  replaced,  and  a  subsequent  laparotomy  was 
performed,  as  he  mistook  the  fibroid  for  an  ovarian  tumour.  After 
removal  of  the  fibroid,  the  woman  al)orted  and  recovered. 

Sperber  relates  a  case  of  partial  retroflexion  at  the  seventh 
month,  there  being  no  foetal  parts  in  the  pelvic  portion.  All  the 
symptoms  of  incarceration  were  present  at  the  seventh  month, 
along  with  well-marked  uterine  pains,  when  curiously  enough  the 
uterus  righted  itself,  and  the  pregnancy  went  on  to  full  term. 

Case  IV. — The  counterpart  of  the  case  I  have  just  narrated,  which 
simulated  a  sacculated  uterus,  was  under  my  care  in  Ward  28  in 
December  1893.  She  was  sent  in  by  Dr  Smith  of  Grahamstown. 
On  examination  we  found  a  large  pelvi-abdominal  tumour  reaching 
as  far  up  as  the  umbilicus  and  filling  up  the  vagina  completely. 
No  cervix  could  be  detected.  Tlie  tumour  filled  the  whole  false 
as  well  as  true  pelvis.  On  the  left  side  it  was  hard  and  nodular, 
but  on  the  right  side,  however,  it  was  quite  soft,  and  both  a  uterine 
souffle  and  a  foetal  heart  could  be  detected  in  tliat  region,  the 
vaginal  part  being  firm  and  solid.  It  was  therefore  obvious  that 
one  had  to  deal  with  a  pregnancy  and  a  group  of  uterine  fibroids. 
A  large  fibroid  mass  occupied  the  cavity  of  the  pelvis,  completely 
obliterating  the  os.  On  Christmas  Eve  the  patient  went  into 
labour,  and  as  labour  went  on,  the  tip  of  the  finger  could  just  reach 
the  OS  above  the  pubis.  Delivery  j?c?'  vi.as  Jiaturaleswas  obviously 
impossible.  C;esarean  section  was  performed.  Unfortunately,  the 
patient  died  some  days  later,  partly  from  luemorrhage  and  partly 
from  septicannia.     The  fcetus  also  was  dead. 

The  last  case  to  which  I  refer,  and  which  I  regarded  as  a  sacci- 
form uterus,  passed  from  my  hands  to  those  of  Dr  Barbour.  It 
proved  to  be  an  extra-uterine  pregnancy,  and  the  case  is  recorded 
by  Dr  Barbour  in  detail. 
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It  seems  to  me  that  the  main  difFiculty  is  to  differentiate  this 
form  of  uterus  from  a  sessile  ovarian  tumour,  and  where  the  aus- 
cultatory sounds  are  wanting,  as  occurred  in  two  of  my  cases,  the 
ditficulties  are  practically  insurmountable,  because  it  must  be 
borne  in  mind  that  the  abdominal  portion  of  the  uterus  is  much 
more  fixed  than  usual,  and  is  generally  more  or  less  deflected  to 
one  or  other  side. 

Prof.  Simpson  thanked  Dr  Groom  for  his  interesting  communica- 
tion. Although  he  could  not  say  he  had  actually  met  with  a  ca.se 
of  the  descri[)tion,  he  was  quite  prepared  to  admit  that  such  did 
rarely  occur.  He  thought  that  by  having  the  subject  brought 
forward  in  this  practical  manner  it  might  be  the  means  of  causing 
others  to  relate  any  similar  case  they  might  have  met  with,  and 
thus  give  a  fillip  to  the  consideration  of  these  rare  and  interesting 
conditions. 


Meeting  VII.— June  13,  1894. 
Dr  A.  H.  Freeland  Barbour,  President,  in  the  Chair. 

I.  Hugh  Lewis  Hughes,  L.E.C.P.&S.E-I.,  and  S.  Glanville  Morris, 
M.B.,  CM.,  were  duly  elected  Ordinary  Fellows  of  the  Society. 

II.  Dr  J.  W.  Ballantync  showed  a  copy  of  Lycosthene's  work  on 
Teratology,  which  he  had  recently  acquired.  The  work  was  rarely 
seen  nowadays,  there  being  no  copy  in  the  Edinburgh  medical 
libraries,  and  perfect  specimens  fetched  a  good  price.  The  author 
was  an  Al.<atian,  and  his  work  was  published  at  Ikisle  in  1557, 
four  years  before  his  death.  It  is  copiously  illustrated  witli  quaint 
drawings  of  malformed  infants  and  animals,  and  in  many  instances 
the  calamity  supposed  to  be  foretold  by  the  monstrous  birth  is  also 
portrayed. 

nr.  ON  INSPECTION  OF  THE  FEMALE  BLADDER  AND 
URETHRA,  WITH  SPECIAL  REFERENCE  TO  DR  HOWARD 
KELLY'S  METHOD. 

By  K  T.  Brewis,  M.B.,  F.R.O.P.E.,  Lecturer  on  Gyneecology,  Edinbur^'li 

Medical  Scliool. 

]\Ir  Prksident, — At  the  commencement  of  the  session  you 
indicated  that  short  j^apers  of  a  pi'actical  nature  were  desirable 
at  our  meetings,  and  that  you  would  be  glad  of  such  contributions 
from  the  Fellows.  In  response  to  your  invitation  I  have  pleasure 
in  bringing  before  the  Society  to-night  a  method  which  has  recently 
been  introduced  for  inspection  of  the  interior  of  the  female  bladder 
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and  lu-ethra, — a  method  which,  from  tlie  simple  way  in  which  it  is 
carried  out,  and  the  satisfactory  results  it  gives,  bids  fair  to  be  of 
the  greatest  service  in  the  diagnosis  and  treatment  of  vesical  and 
urethral  afi'ecLions. 

Previous  to  the  introduction  of  this  method  by  l)r  Kelly, 
inspection  of  these  organs  was  more  or  less  of  a  failure  ;  few  gyuic- 
cologists  practised  it, — they  contented  themselves  with  palpation, 
which  was  easily  performed  and  was  a  success.  Now,  inspection 
can  be  as  easily  and  successfully  practised  as  palpation,  with  as 
valuable  results. 

Before  describing  this  new  method,  let  me  give  a  brief  retrospect 
of  some  of  the  most  approved  bladder  specula,  and  the  reason  of 
their  want  of  success. 

1.  Simon's  specula  are  well  known.  They  consist  of  a  series  of 
seven  hard  rubber  specula,  varying  from  J  of  a  centimetre  to  2 
centimetres  in  diameter.  Each  is  provided  with  an  obturator,  to 
be  used  while  the  instrument  is  introduced,  and  afterwards  with- 
drawn. They  are  excellent  dilators  of  the  urethra,  and  thus  are 
useful  in  palpation  and  in  some  operative  procedures;  but  for 
purposes  of  inspection  they  are  of  little  use,  because,  being  hollow, 
the  urine  escapes,  the  bladder  walls  fall  together,  and  only  a  small 
portion  of  the  interior  can  be  seen. 

2.  Skene's  endoscope.  This  instrument  is  composed  of  three 
parts,  viz,  a  glass  tube,  shaped  like  a  test-tube;  a  mirror,  which 
is  placed  in  the  tube ;  and  a  hard  rubber  speculum,  fenestrated  or 
open.  Light  is  thrown  into  the  tube,  and  the  portion  of  the 
urethra  or  bladder  opposite  the  mirror  is  seen.  As  I  have  no 
personal  experience  of  this  instrument,  my  opinion  regarding  it 
cannot  carry  much  weight.  To  me  it  would  seem  inefficient,  from 
the  fact  tliat  the  appearance  of  the  vesical  walls  as  portrayed  in 
the  mirror  must  be  somewhat  altered  from  being  reflected  through 
the  glass  tube  and  through  the  urine  which  the  bladder  contains.  I 
imagine,  also,  that  the  whole  of  the  interior,  and  more  particularly 
the  base  of  the  bladder,  could  not  be  inspected,  Skene,  in  his 
work  on  Diseases  of  the  Bladder  and  Urethra,  published  in  1878, 
higldy  extols  the  apparatus,  and  says  he  can  accomplish  with  it 
all  that  is  to  be  desired.  He  now  seems  to  have  changed  his  mind, 
as  in  his  recent  work  on  Diseases  of  Women  he  remarks  that  "  the 
cystoscope  of  jSTitze  and  Leiter  is  the  only  instrument  for  thoroughly 
investigating  the  bladder,"  and  on  the  same  page  only  claims  for 
the  endoscope  that  with  it  a  dexterous  manipulator  can  thoroughly 
examine  the  urethra  and  neck  of  the  bladder. 

3.  To  obtain  a  picture  of  the  interior,  Rutenberg  distended  the 
viscus  with  air.  He  accom})lished  this  by  means  of  a  tube  incor- 
porated with  the  speculuu),  and  througli  which  air  is  driven  for 
purposes  of  inflation.  The  speculum,  which  contains  a  mirror,  is 
made  of  silver,  and  has  a  glass  fenestrum  at  the  further  end. 
Light  is  reflected  into  the  speculum  by  a  concave  mirror,  and  by 
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moving  the  instrument  in  various  directions  the  posterior  aiicl 
lower  hladder  walls  can  be  plainly  seen.  Rutenberg,  however, 
was  never  able  to  distinguish  the  ureteral  openings.  Tlie  objec- 
tions to  this  method  are,  that  forced  distention  of  the  bladder  is 
painful,  that  under  pressure  the  air  may  enter  the  ureters,  reach 
the  pelvis  or  the  kidney,  and  cause  pyelitis  or  pyelo-nephritis. 
The  instrument  is  a  complicated  one. 

4.  Electric  illumination  with  the  cystoscope,  after  the  metliod  of 
Nitze  and  Leiter,  is  well  known  to  give  excellent  results.  To  my 
mind  this  plan  is  faulty,  in  that  tlie  glare  from  the  lamp  gives  the 
walls  an  uimatural  appearance.  The  healthy  mucous  membrane 
of  the  bladder  appears  under  the  electric  light  to  be  a  reddish- 
yellow  colour.  Under  direct  inspection  through  Kelly's  speculum 
it  is  pale.  During  electric  illumination  the  urine  must  be  clear;  if 
pus  or  blood  be  present  the  walls  cannot  be  seen.  It  is  dihicult 
to  estimate  the  exact  size  of  the  object  examined,  for  the  size  as 
seen  through  the  instrument  varies  according  to  its  distance  from 
the  prism. 

Electric  cystoscopy  is  by  no  means  a  simple  method.  To  be 
successfully  applied  considerable  dexterity  is  needed,  while  the 
apparatus  is  both  complicated  and  cumbrous. 

While  each  of  these  instruments  has  proved  a  distinct  aid  in  tlie 
investigation  of  the  bladder,  there  is  none  perfect.  The  simjjler 
kinds,  such  as  Simon's,  fail  because  the  bladder  walls  are  not 
distended  ;  the  more  complicated,  because  the  walls  are  not  viewed 
by  direct  inspection.  To  examine  the  walls  by  direct  inspection  it 
is  necessary  that  they  should  distend  under  natural  influences,  and 
not  by  forced  measures  such  as  practised  by  Rutenberg. 

It  has  been  left  to  Dr  Kelly  to  discover  that  if  the  bladder  is 
emptied  of  urine,  the  pelvis  raised,  and  the  urethra  opened,  the 
bladder  walls  separate.  This  phenomenon  is  exactly  analogous  to 
that  which  takes  place  if  Sims'  speculum  is  passed  into  the  vagina 
when  the  patient  is  in  the  semi-prone  or  genu-facial  position. 
When  a  woman  lies  on  her  back,  with  hips  raised,  and  air  is 
allowed  to  enter  the  bladder,  the  walls  balloon  out.  This  also 
occurs  in  the  genu-facial  or  semi-prone  postures.  Then  the  whole 
of  the  interior  of  the  bladder  can  be  examined  by  direct  inspection 
througli  a  speculum  with  the  aid  of  reflected  light. 

Kelly^s  Metliod. — Anaesthesia  is  not  absolutely  necessary,  but  in 
nervous  patients  and  in  inflammatory  cases  it  should  be  adminis- 
tered. In  ordinary  cases  the  insertion  of  a  pledget  of  cotton  wool 
soaked  in  a  5  per  cent,  solution  of  cocaine  into  the  urethra  seven 
minutes  beforehand  is  sulticient.  The  bladder  is  emptied  with  the 
catheter  and  the  pelvis  raised  about  16  inches  above  the  level  of 
the  table.  The  urethra  is  now  dilated.  This  is  accomplished  by 
passing  a  series  of  S-shaped  metal  dilators.  The  diameters  of  the 
dilators  are  marked  in  millimetres.  The  series  begins  with  No,  5 
and  runs  in  pairs  up  to  No.  20.     As  soon  as  dilatation  of  from  12 
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to  15  millimetres  is  reached,  a  speculum  of  the  same  size  as  tlie 
last  dilator  is  introduced  and  tlie  obturator  removed.  The  specula, 
like  the  dilators,  vary  in  diameter  from  5  to  20  milHmetres ;  tliey 
arc  cylindrical,  Oh  centimetres  long,  and  eacli  is  provided  with  a 
conical  mouth  to  assist  in  reliectinj,'  the  light  into  the  bladder.  A 
residuum  of  urine  always  remains  in  the  bladder  after  tlie  catheter 
lias  been  used ;  this  is  removed  by  a  simple  suction  apparatus. 
The  examiner  puts  on  a  head  mirror  and  reflects  light  down  the 
speculum.  During  the  day  sufhcicnt  light  can  be  obtained  from  a 
window;  at  other  times  from  a  gas  jet,  a  lamp,  an  electric  drop 
light,  or,  if  the  room  be  dark,  from  a  candle. 

The  bladder  can  now  be  inspected.  Kelly  says : — "  The  posterior 
wall  of  the  air-distended  bladder  lies  from  2  to  5  centimetres 
distant  from  the  anterior  wall,  and  over  this  white  background, 
which  first  presents  itself  to  the  eye  of  the  observer,  is  visible  a 
beautiful  network  of  branching  and  anastomosing  vessels.  The 
veins  accompanying  the  arteries  are  easily  distinguished  by  their 
dark  colour.  Tlie  larger  vessels  evidently  come  to  the  surface 
from  the  deeper  layers  of  the  bladder,  where  they  branch  stellately, 
divide,  and  anastomose.  By  elevating  the  handle  of  the  speculum 
the  field  of  vision  sweeps  over  the  base  of  the  bladder  until  in 
some  cases  the  region  of  the  inter-ureteric  ligament  comes  into  view, 
often  marked  by  a  slightly  elevated  transverse  fold  or  a  distinct 
difference  in  colour.  By  turning  the  speculum  thirty  degrees  to 
one  side  or  the  other  and  looking  sharply,  a  ureteral  orifice  is 
discovered.  Wiiile  inspecting  the  ureter  I  liave  frequently 
observed  little  jets  of  urine  ejected  at  short  intervals,  like  a 
miniature  fountain ;  in  pathological  cases  I  have  seen  pus  and 
blood  flowing  from  one  ureter  while  the  other  discharged  normal 
urine.  .  .  .  The  bladder  mucosa  is  usually  of  a  sliglitly  deeper 
rose  colour  around  the  ureter,  and  in  the  presence  of  an  infianima- 
tory  process  it  even  appears  deeply  injected.  ...  In  order  to 
ascertain  whether  it  is  the  ureter  which  lies  within  the  field,  I  use 
as  a  searcher  a  long,  delicate  sound,  with  a  handle  bent  at  an 
anfTle  of  120°,  which  is  introduced  through  the  speculum  into  the 
suspected  ureteral  orifice.  If  it  be  the  ureteral  orifice  which  is 
under  inspection,  the  searcher  passes  easily  from  2  to  6  centi- 
metres up  the  ureter,  and  the  lateral  walls  of  the  orifice  are  slightly 
raised,  appearing  as  distinct  folds  with  a  dark  pit  between  them. 
The  searcher  may  be  withdrawn  and  a  ureteral  catheter  at  once 
introduced,  if  it  is  desirable  to  collect  the  urine  direct  from  the 
kidney.  The  catheter  may  be  left  in  place  some  minutes  or  an 
hour  or  more.  The  urine  which  accumulates  in  the  meantime  in 
the  bladder  necessarily  represents  the  discharge  of  the  opposite 
kidney.  In  this  way  the  urine  of  both  kidneys  may  be  isolated 
by  simply  introducing  one  catheter.  By  placing  the  patient  in 
the  genu-facial  posture,  an  extreme  distention  of  the  bladder  is 
obtained  in  the  form  of  a  flattened  ovoid.     In  this  posture  the 
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inter-uretei'ic  ligament  also  comes  sharply  into  view ;  but  the 
ureters  are  not  so  readily  seen,  as  tiiey  are  concealed  by  the  outer 
extremities  of  the  fold.  The  genu-facial  posture  is  indispensable 
in  some  inflammatory  cases,  when  the  bladder  will  not  ballodn  out 
in  the  ordinary  posture,  owing  to  its  thickened  walls.  A  satis- 
factory inspection  can  also  be  made  in  many  cases  in  the  semi- 
prone  position  by  elevating  the  pelvis  on  a  pillow." 

Inspection  of  the  Urethra. — The  whole  of  the  interior  of  the 
urethra  can  be  thoroughly  viewed  on  withdrawing  the  speculum. 
If  this  be  done  slowly  and  carefully,  each  line  of  the  canal  can  be 
distinctly  seen.  In  colour  it  forms  a  marked  contrast  to  the 
bladder.  The  mucosa  of  the  latter  is  pale,  while  that  of  the 
urethra  has  a  purplish-red  appearance.  Its  longitudinal  folds  are 
also  visible. 

I  will  not  enter  into  the  relative  merits  of  palpation  and  inspec- 
tion, but  will  simply  state  that  whenever  the  latter  can  be 
thoroughly  practised,  as  in  the  manner  just  described,  it  must  be 
more  exact  than  palpation.  An  additional  advantage  of  Kelly's 
method  is  that  palpation  can  be  employed  as  well  as  inspection, — 
the  object  can  be  first  viewed  through  the  speculum,  and  sub- 
sequently palpated  through  the  urethra,  which  is  already  dilated. 

To  conclude,  I  think  Dr  Kelly  may  justly  claim  for  his  method 
that  it  is  simple,  easily  performed,  and  that  as  a  diagnostic  means 
it  is  most  satisfactory.  As  far  as  I  know,  it  is  followed  by  no  bad 
consequences.  It  is  not  only  valuable  in  diagnosis,  but  is  of  great 
service  in  treatment ;  as  through  the  specula  instruments  can  be 
passed,  and  agents  applied  directly  to  the  diseased  area.  By 
passing  probes  along  the  ureters  the  location  of  these  structures 
can  be  recognised,  and  consequently  avoided  in  such  operations  as 
hysterectomy. 

I  consider  that  this  simple  plan  will  inaugurate  a  new  epoch  in 
the  investigation  of  vesical  and  urethral  affections, — an  epoch  only 
second  in  importance  to  that  which  followed  the  introduction  of 
Sims'  speculum  in  vaginal  and  uterine  examinations.  I  now  add 
inspection  of  the  bladder  to  the  other  means  of  exploration  in 
gyiu^cological  cases,  and  during  the  last  three  months  I  have 
included  it  in  my  practical  course,  and  have  taught  my  students 
not  only  to  inspect  the  bladder,  but  to  catheterize  the  ureters. 


The  President  thought  the  advantage  of  Kelly's  method  was  the 
simplicity  of  the  instrument  used.  The  electrical  apparatus  had 
always  to  be  kept  in  order,  and  he  agreed  with  Dr  Brewis  that  it 
would  require  some  experience  before  one  became  familiar  witli 
the  appearances  which  it  gave.  He  had  seldom  seen  permanent 
incontinence  following  urethral  dilatation. 

Prof.  Simpson  said  the  Society  were  much  indebted  to  J3r  Brewis 
for  his  interesting  communication.  He  (Prof.  Simpson)  had  been 
impressed,  on  reading  Dr  Kelly's  paper,  with  the  value  of  the 
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method  whicli,  with  characteristic  enterprise  and  ingenuity,  Dr 
Kelly  had  devised  for  exploring  the  female  bladder,  lie  had  not 
yet  attempted  to  put  it  in  practice,  because  it  seemed  to  require  a 
rather  com[)licatod  set  of  implements,  and  he  had  said  to  himself 
that  the  method  was  sure  ere  long  to  be  developed  in  a  simple 
fashion  that  would  allow  of  its  more  frequent  employment.  Dr 
Brewis's  paper  had  shown  that  this  simplification  was  attainable, 
and  the  success  which  he  had  exi)erienced  would  encourage  them 
to  have  recourse  to  the  use  of  Kelly's  method  in  some  of  the  more 
difficult  cases  of  vesical  trouble. 

Dr  Haultain  said  he  thought  the  Society  were  indebted  to  Di' 
Brewis  for  bringing  before  them  Dr  Kelly's  method  of  inspecting 
the  bladder.  Doubtless  it  was  a  distinct  advance  in  bladder  ex- 
ploration, but  he  must  say  that  the  cystoscope  seemed  to  have  its 
advantages  over  this  new  method,  and  he  could  speak  from  a  very 
considerable  experience  in  the  use  of  the  former.  Firstly,  the 
cystoscope  did  not  entail  in  the  least  degree  the  disturbance  of  the 
normal  relation  of  parts, — the  patient  could  have  her  bladder 
thoroughly  examined,  and  walk  home  immediately  afterwards.  By 
Kelly's  method  anesthesia  was  almost  a  necessity,  and  the  neces- 
sary dilatation  and  tearing  of  the  urethra  required  confinement  to 
bed  for  some  time  after.  It  was,  in  fact,  a  surgical  operation.  It 
had  been  urged  by  Dr  Brewis  that  the  view  got  by  the  cystoscope 
was  unnatural,  from  the  bright  illumination,  while  from  Kelly's 
direct  method  a  better  conception  of  the  normal  condition  of  the 
bladder  mucosa  could  be  obtained.  Now,  he  considered  this  merely 
a  matter  of  comparison  from  a  certain  standard,  this  standard  no 
doubt  differing  in  appearance  with  the  direct  and  reilected  method, 
yet  both  represented  the  same  thing,  and  could  only  be  compared 
with  the  seemingly  normal  condition,  wdnch  could  only  be  arrived 
at  from  the  experience  of  previous  examinations.  Perhaps  the 
greatest  objection  to  the  method  was  the  dilatation  of  the  urethra, 
a  procedure  he  always  to  a  certain  extent  dreaded,  having  seen 
two  or  three  cases  of  permanent  incontinence  resulting  from  it ; 
he  therefore  considered  that  for  an  ordinary  diagnostic  examination 
of  the  bladder  the  cystoscope  should,  if  possible,  always  first  be 
used  before  such  extreme  measures  were  resorted  to.  The  great 
advance  in  the  method  seemed  to  him  to  be  the  catheterization  of 
the  ureters,  which  would  throw  much  light  on  the  state  of  one  or 
both  kidneys,  a  most  important  point  before  performing  nephrec- 
tomy and  other  operative  procedures. 

Dr  Breivis,  in  reply,  thanked  the  Fellows  for  their  kind  recep- 
tion of  his  paper.  He  admitted  that  electric  illumination  with  the 
Nitze  cystoscope  gave  excellent  results,  but  they  did  not  equal 
those  ol3tained  by  Kelly's  specula,  because  with  the  latter  the 
interior  is  viewed  by  direct  inspection,  applications  can  be  made 
directly  to  diseased  areas,  and  the  ureters  can  be  catheterized.  Dr 
Brewis  had  dilated  the  urethra  a  great  number  of  times  to  admit 
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the  forefinger,  and  had  never  had  a  case  of  permanent  incontinence. 
In  one  case  only  the  incontinence  lasted  forty-eight  hours.  He 
had  out-patients  with  bladder  affections  coming  to  him,  and 
returning  home  immediately  after  applications  of  percldoride  of 
iron,  iodine,  carbolic  acid,  etc.,  were  made  to  the  affected  parts. 
In  these  cases  he  used  a  speculum  with  a  diameter  of  12  milli- 
metres, and  not  even  temporary  incontinence  followed. 

IV.  Dr  Berry  Hart  read  the  following  kote  on  a  slmplk  mkans 

OF    KKCORDING    AND    INDEXIiNG    MEDICAL    LITERATUliE  : — 

All  of  us  must  have  felt  the  necessity  of  using  some  means  of 
recording  and  indexing  for  future  use  the  results  of  our  professional 
reading.  When  one  is  reading  of  some  special  subject,  it  is  easy 
to  summarize  and  record  it  in  a  special  note-book  ;  but  the  task  of 
doing  the  same  in  miscellaneous  steady  reading  in,  say,  midwifery 
and  gynjecology  is  much  more  difficult.  The  difficulty  is  increased, 
too,  by  the  fact  that  one's  reading  is  not  always  done  at  home,  but 
in  some  of  our  medical  libraries.  We  may  then  not  have  a  note- 
book with  us,  and  a  reference  is  neglected,  and  only  recovered 
afterwards  by  a  tedious  hunt  through  journals,  year-books,  or  in  the 
Index  Medicus. 

Another  difficulty  in  regard  to  note-books  is  the  indexing  of 
subjects.  This  takes  time,  and  is  usually  grudged  by  one.  Por 
some  time  past  I  have  used  the  following  plan,  and  think  it  worthy 
of  a  test  by  others  than  myself. 

I  use  slips  of  thin  tough  paper,  semi-transparent,  gummed  at 
one  edge,  and  easily  carried  in  a  small  case.  These  can  be  used 
as  follows  : — 

1.  When  studying  a  paper,  one  writes  first  on  the  slip  the  exact 
title  of  tlie  paper  and  journal,  etc.,  in  which  it  appears. 

2.  If  necessary,  a  sliort  abstract  or  summary  of  the  contents  of 
the  paper  may  be  jotted  down  at  the  time. 

3.  Any  reference  to  another  paper  likely  to  be  consulted  can  be 
noted  on  another  slip  for  future  use. 

To  index  these  I  take  a  standard  text-book  in  gynaecology  and 
midwifery,  and  gum  these  slips  in  at  the  part  of  tlie  book  where 
the  subject  treated  of  in  the  paper  is  considered.  By  this  means 
1  collect  under  each  heading  of  the  text-book  the  new  literature  on 
the  subject.  It  is  therefore  at  once  available  for  revision,  lectures, 
or  preparing  new  editions  of  text-bouks.  The  slips  may  also  be 
used  in  the  following  way : — 

4.  Lecturers  may  write  on  them  more  recent  and  correct  state- 
ments of  details,  and  gum  them  in  over  the  older  view,  thus  pre- 
serving both. 

5.  Illustrative  cases  from  hospital  or  private  work  can  be  shortly 
summarized  and  inserted  appropriately. 

The  special  advantages  of  this  plan  seem  to  me  to  be  its  sim- 
plicity, portability,  and  the  saving  it  is  to  one's  time  and  memory. 
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The  slips  and  case  may  be  liad  fVoin  Messrs  Macniven  &  Wallace, 
139  Princes  Street,  Edinburgh. 

V.  Dr  J.  W.  Ballantync  communicated  the  following  summary 
of  a  paper  on  the  anciknt  Grekk  authors  and  intka-utkkine 
INJKCTIONS,  by  Dr  Georges  Coromilas,  Calaniiita,  Greece: — 

The  author  claimed  that  there  was  evidence  in  the  writings  of 
Hippocrates,  Oribasius,  Paulus  Aegineta,  and  Galen  to  show  that 
these  writers  were  acquainted  with  the  use  of  intra-uterine  injec- 
tions. Hippocrates  divided  the  generative  organs  into  three  parts, 
— first,  the  external  genitals;  second,  the  genital  organ  or  vagina; 
and  third,  the  uterus.  He  also  used  for  each  a  special  kind  of 
substance  to  be  injected  :  wine  with  honey  for  the  external  genitals, 
goose's  grease  for  the  vagina,  and  oil  with  honey  for  the  uterus. 
Author  believed  that  Hippocrates  was  the  first  to  make  intra- 
uterine injections. 


Meeting  VIIL— July  11,  1894. 
Dr  A.  H.  Fkeeiand  Barbour,  President,  in  the  Chair. 

I.  Dr  J.  Stuart  Nairne,  Glasgow,  sliowed  specimens  illustrative 
of  early  ovarian  and  tubal  disease. 

n.  Dr  Felhin  showed  a  cast  of  uterus,  and  read  the  following 
description : — Mrs  B.  sent  for  me  on  the  30th  May  ;  she  had  just 
arrived  from  the  south.  She  complained  of  purging  with  great 
pain,  great  pain  on  passing  water,  and  much  abdominal  pain.  No 
cause  could  be  elicited.  The  urine  contained  pus,  blood,  and  a 
large  amount  of  sugar.  The  patient  is  a  nervous  woman,  aged  39  ; 
she  has  been  married  to  her  second  husband  for  six  months.  Tour 
years  ago  she  had  a  miscarriage  at  about  the  second  month.  Has 
always  been  remarkably  regular.  She  ought  to  have  been  unwell 
ten  days  ago.  On  examination,  the  abdomen  was  found  to  be  dis- 
tended and  very  painful  to  the  touch,  especially  over  the  pubes. 
The  labia  were  oedematous,  tense,  and  painful ;  the  finger  could 
hardly  enter  the  vagina.  The  anus  was  surrounded  by  a  dusky 
pink  ring.  I  was  at  a  loss  to  know  what  gave  rise  to  those  symp- 
toms till  I  found  the  label  I  now  pass  round,  and  seeing  that  there 
was  no  chemist's  name  on  it,  my  suspicions  were  awakened,  and  on 
definite  inquiry  found  that  the  patient,  dreading  that  she  was  preg- 
nant, had  taken,  on  the  26th  May,  one  shilling's  worth  of  the  powder, 
which  is  composed  of  equal  parts  of  aloes  and  cannella.  No  result 
following,  the  next  day  she  took  two  large  seidlitz  powders,  and 
the  next  day  another  shilling's  worth  of  the  powder.  She  told  me 
that  the  pain  and  purging  had  been  very  great.     On  June  2nd  siie 


EXHIBITION    OF   SPKCIMENS.  181 

passed  one  of  llie  casts,  and  on  June  4th  the  second.  The  bhadder 
gave  considerable  trouble,  but  she  made  a  good  recovery.  I  think 
that  the  case  is  interesting  in  many  ways ;  and  as  the  preparation 
my  patient  used  is,  I  hear,  not  commonly  employed  for  such  pur- 
poses in  Scotland,  I  ventured  to  bring  it  under  the  notice  of  the 
Fellows  of  the  Society. 

III.  Dv  Breivis  showed  a  FIBROID  UTERUS  AND  placenta  removed 

by  HYSTERECTOMY. 

IV.  Dr  Fothergill  showed,  for  Prof.  StJnpson,  an  early  extra- 
uterine GESTATION  and  a  small  parovarian  cyst. 

V.  Dr  Benjamin  D.  G.  Bell  communicated   the   following  case 

OF   IlETAINED    MENSES,  WITH    PERFORATION    OF    BLADDER: — 

Feb.  28,  1888. — L.  M.,  female,  aged  26  years,  unmarried,  never 
before  pregnant,  sent  into  hospital,  by  midwife  thought  to  be  preg- 
nant. Menstruation  always  very  scanty,  not  more  than  a  few 
drops  at  each  period  ;  abdomen  swollen  size  of  six  months'  preg- 
nancy ;  hectic;  Wvj}\t  sweats.  Temperature:  morning,  100°  F.  ; 
evening,  102°  F.  Weight,  7  st.  At  times  paroxysms  of  abdominal 
pain  came  on  ;  hence  the  idea  of  the  midwife,  who  first  saw  her  in  a 
dark  box-bed  in  a  bothy,  that  she  was  in  labour.  On  making  exami- 
nation per  vaginam,  the  hymen  was  found  entire  (with  the  exception 
of  a  minute  perforation)  and  of  great  firmness.  The  meatus  urin- 
arius  was  very  patulous,  admitting  easily  the  forefinger.  Pus  was 
oozing  from  the  meatus. 

Diagnosis  :  Retained  menses,  distending  enormously  the  vagina, 
pushing  up  the  uterus ;  pressure  of  retained  menses  had  caused 
perforation  of  the  bladder  wall,  hence  causing  menses  to  become 
septic,  causing  hectic  fever. 

Treatment. — March  16. — An  incision  was  made  with  knife  into 
liymen,  which  was  so  thick  that,  after  entering  the  blade  some  2 
inches  and  getting  no  pus,  a  curved  trocar  and  canula  was  substi- 
tuted. On  introducing  this  some  3  inches,  and  on  withdrawing  the 
trocar,  out  gushed  the  most  vile-smelling  pus  ;  three  pints  were  re- 
moved in  this  way.  After  washing  out  the  vagina  daily  with  weak 
carbolic  lotion,  the  temperature  became  normal  in  ten  days.  The 
opening  made  in  the  hymen  was  now  dilated  daily  till  it  could 
admit  a  bougie  3  inches  in  circumference.  Owing  to  the  swollen 
condition  of  the  vaginal  walls,  no  os  uteri  was  nuule  out  up  till  the 
time  she  left  for  her  home  on  June  IGth,  when  she  had  menstruated 
normally  through  the  natural  passages,  and  no  pus  coming  per 
urethra.  Weight  in  these  four  months  had  increased  to  10  st, 
being  o.n  increase  of  3  st.  in  four  months. 

After-history. — Oct.  25,  1889. — Above  patient  called  to  report 
herself  as  being  in  perfect  health,  with  the  exception  of  slight 
bladder  irritation.  On  examination,  vagina  found  normal,  with 
the  exception  of  small  dimple  on  anterior  wall,  through  which  a 
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drop  of  menstrual  tluid  now  and  then  finds  its  way  into  bladder. 
Menstruation  otherwise  normal.     Uterus  normal. 

June  1890.  —  Patient  sent  in  from  an  island  twenty  miles  off; 
tliought  to  be  by  the  "midwife"  in  same  condition  as  in  Feb. 
1888;  but  as  patient  was  lookinif  the  picture  of  health  (with  tlie 
exception  of  an  abdominal  swell ini;),  this  tiieory  was  out  of  the 
question.  On  examination,  fuund  her  six  months  pregnant,  her 
sweetheart  having  had  illicit  connexion  with  her  at  times,  dating 
as  far  back  as  early  in  1887,  so  accounting  for  the  patulous  cou- 
dition  of  the  meatus  urinarius  noted  at  the  first  examination  on 
Feb.  28,  1888. 

Sq)f.  1890. — Patient  delivered  of  a  still-born  male  child  ;  made 
a  good  recovery.     At  this  date  (Alay  1894)  is  in  perfect  liealth. 

VI.  Dr  E.  II.  Lawrence,  Oiiphant,  Glasgow,  read  the  following 

CASE  OF  OCCLUSION  OF  THE  VAGlxNA  IN  A  PKIMIPAUA,  OBsTKUCTlISG 
labour: — 

Early  in  January  of  this  year  I  received  a  message  by  telephone 
from  my  house-surgeon  inlbnning  me  that  he  had  admitted  to 
the  hospital  a  patient  brought  in  from  the  country.  She  had  been 
a  considerable  time  in  labour,  but  though  the  membranes  were  said 
to  have  ruptured  thirty-six  hours  previously,  he  was  unable  to  find 
the  OS.  As  usual  in  an  emergency,  the  telephone  was  working 
badly,  and  I  should  have  understood  that  he  could  not  reach  the 
OS.  I  had  some  time  previously  been  troubled  by  a  case  in  which 
the  OS  uteri  would  admit  no  more  than  a  probe  after  the  woman 
had  been  three  days  in  labour;  but  on  bringing  her  into  hospital 
with  the  intention  of  incising  the  cervix,  I  found  that  the  hot  bath 
or  the  chloroform,  or  both,  opened  up  the  os  rapidly,  and  the 
labour  had  terminated  shortly  after.  Accordingly,  in  the  case 
before  us,  I  told  the  house-suigeon  to  try  the  effect  of  chloioform, 
and  ring  me  up  again  if  it  failed. 

Shortly  after,  a  cab  came  for  me,  as  the  telephone  could  not  be 
got  to  work  at  all.  On  reaching  hospital  1  found  that  the  vagina 
was  obstructed  by  a  diaphragm  through  which  a  sound  only  could 
be  passed,  that  the  discharge  was  offensive  in  odour,  and  that  she 
had  Ijceu  brought  into  town  by  the  medical  man  who  accompanied 
her  with  a  view  to  delivery  by  Ctesarean  section.  Unable  to 
obtain  a  bed  at  the  nursing  institution,  he  had  brought  her  to 
hospital. 

I  satisfied  myself  by  examination  that  both  bladder  and  rectum 
were  not  dragged  in  front  of  the  presenting  part,  which  abdominal 
palpation  showed  to  be  the  head.  Accordingly,  I  proposed  by 
incision  and  Barnes's  bags  to  dilate  the  minute  opening  in  the  dia- 
phragm ;  but  though  I  pointed  out  that  even  in  the  event — which 
was  unlikely — of  having  to  revert  to  abdominal  section,  it  would 
be  essential  to  have  free  drainage  per  vaginam  as  a  preliminary, 
the  doctor  who  had  brought  her  in  was  so  urgent  on  the  risks  of 
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tearing  into  rectum  and  bladder,  that  I  decided  to  ask  my  friend 
Dr  Win.  Eeid  to  see  tlie  case  with  me. 

By  the  time  he  came  tlie  parts  had  so  far  softened  as  to  allow 
the  finger  to  pass  tlirough  tlie  diaphragm  and  reach  the  cervi.x. 
The  OS  uteri  was  found  to  be  about  the  size  of  iialf  a  crown,  and 
the  lips  were  free  from  the  diaphragm,  except  posteriorly,  where  the 
cervix  and  diaphragm  combined  to  obliterate  the  posterior  fornix. 

Dr  Eeid  now  advised  simple  expectancy,  to  allow  the  os  to  open 
and  let  the  head  itself  dilate  the  now  softening  diaphragm.  About 
twenty  hours  after  I  first  saw  her  the  head  was  resting  on  what 
felt  now  like  an  elastic  ring  in  the  vaginal  walls.  It  caused  little 
obstruction  to  delivery  by  forceps,  but  I  thought  it  advisable  to 
make  a  few  minute  incisions  on  each  side  to  obviate  any  risk  of 
deep  tearing  in  the  direction  of  bladder  or  rectum. 

On  dismissal  a  fortnight  later,  the  posterior  lip  of  the  cervix  was 
found  to  be  adherent  to  the  posterior  vaginal  wall.  Otherwise  no 
trace  of  the  diaphragm  was  to  be  felt. 

The  patient  had  never  suffered  any  injury  to  the  vagina,  and 
had  never  had  any  symptoms  to  draw  attention  to  the  vagina, 
though  she  had  suffered  from  scarlet  fever  in  childhood,  so  it  is 
possible  that  the  obstruction  may  have  been  congenital. 

I  have  thought  this  case  worth  bringing  before  the  P^ellows  as  an 
example  of  the  extent  to  which  stretching  of  the  soft  parts  may  go, 
— an  extent  apparently  not  always  appreciated  duly,  as  is  evidenced 
by  the  more  heroic  treatment  advocated  in  this  case. 

VII.  Dr  J.  G.  Ravcloch,  Montrose,  read  the  following  paper  on 

AN  EPIDEMIC  OF  KELIGIOUS  MANIA  ORIGINATING  FKOM  A  CASE 
OF    SPURIOUS    PREGNANCY: — 

Young  unmarried  women  of  a  hysterical  temperament,  after  illicit 
intercourse  not  infrequently  closely  simulate  the  symptoms  of 
pregnancy,  and  no  harm  results ;  but  an  outbreak  of  religious 
excitement  in  eleven  persons  terminating  in  acute  mania,  which 
followed  on  such  a  case,  is  perhaps  worthy  of  record. 

In  a  small  country  town  there  resides  a  family  of  well-to-do 
artizans  with  a  history  free  from  any  trace  of  insanity.  The 
parents  are  in  the  prime  of  life,  while  their  four  sons  and  five 
daughters  are  adolescents.  The  iavourite  daughter,  a  shop  assistant 
in  a  neighbouring  city,  at  the  beginning  of  this  year  falling  into 
bad  company  was  seduced,  and  soon  afterwards,  alarmed  at  the 
suppression  of  her  menstruation,  consulted  a  medical  man,  who 
suggested  the  possibility  of  pregnancy. 

Eeturning  to  her  home  in  a  state  of  great  mental  perturbation, 
she  locked  herself  into  her  bedroom  for  several  hours.  "When 
interrupted  by  her  friends,  she  was  found  to  be  in  a  state  of 
religious  ecstasy,  declaring  that  she  had  communed  with  God,  who 
had  revealed  to  her  that  she  was  about  to  die,  and  that  Christ 
would  appear  to  receive  her  into  His  arms. 
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Moved  by  her  earnest  protestations,  the  family  gathered  round 
the  bedside  and  sent  off'  for  her  father  and  brothers,  who  were 
working  in  neighbouring  towns  ;  and,  inlluenced  by  the  contagion 
of  her  example,  began  also  to  engage  in  prayer  and  anticipate  the 
innnediate  coming  of  Christ. 

When  the  father  arrived  on  the  scene  he  found  the  whole  family 
in  a  state  of  great  religious  excitement.  His  house  had  been  divided 
by  them  into  a  part  they  called  "Heaven"  and  a  part  called 
"Hell;"  tiie  mother,  who  did  not  completely  fall  in  with  their 
views,  having,  of  course,  been  consigned  to  the  latter  division. 

Atteujpts  by  the  parents  to  reason  with  and  control  their  children 
were  unavailing;  unable  to  stem  the  torrent,  the  father  and  mother 
^vere  soon  as  excited  as  the  rest.  For  several  days  matters  went 
on  in  this  way:  little  food  was  taken,  there  was  no  sound  sleep,  day 
and  night  were  spent  in  religious  exercises  in  preparation  for  the 
immediate  coming  of  Christ.  The  mental  symptoms  in  all  con- 
sisted of  a  state  of  ecstasy  with  hallucinations  of  sight  and  hearing, 
and  an  overpowering  desire  to  pray  and  preach. 

At  the  end  of  a  week  the  father  came  to  his  senses,  and  made 
strong  eff"orts  to  induce  his  family  to  resume  their  ordinary  mode 
of  life.  During  an  altercation  which  ensued,  the  eldest  son  jumped 
through  the  window  in  a  semi-nude  state,  followed  closely  by  the 
daughter  who  had  been  the  originator  of  the  mischief.  Both  were 
at  once  arrested  by  the  police,  and,  having  been  certitied  to  be 
insane,  were  consigned  to  the  nearest  asylum. 

On  admission,  the  male  patient  was  found  to  be  a  well-developed 
muscular  man,  with  no  evidence  of  bodily  disorder.  He  was 
wildly  excited,  gesticulating  and  shouting  in  an  incoherent  way, 
with  hallucinations  of  sight  and  hearing.  Duiing  the  first  week 
he  did  not  converse  lationally,  had  well-marked  halluciiiations,and 
was  very  restless  and  noisy  at  night.  Improvement  then  rapidly 
set  in,  and  at  the  end  of  a  fortnight  he  was  discharged  recovered. 

The  female  patient  showed  very  similar  mental  symptoms.  She, 
however,  was  more  coherent,  and  gave  a  rambling  account  of  her 
seduction,  always  winding  up  with  "But  my  sin  is  forgiven  me; 
what  man  put  into  me  God  has  taken  out  of  me."  She  liad  many 
of  the  signs  of  pregnancy, — e.g.,  amenorrhcea  of  some  months'  dura- 
tion, a  milky  fluid  could  be  expressed  from  the  enlarged  breasts, 
and  the  areokie  were  altered.  In  the  course  of  a  few  months, 
coincident  with  an  improvement  in  the  mental  condition,  these 
spurious  signs  of  pregnanqy  disappeared. 

The  remaining  members  of  the  family,  sobered  by  the  removal 
of  the  ringleaders,  soon  resumed  their  ordinary  way  of  life,  and 
have  remained  well  since. 

Remarks. — The  history  of  this  case  is  of  considerable  interest 
when  we  compare  it  with  the  origin  of  the  outbreaks  of  epidemic 
insanity  occurring  on  the  continent  of  Europe  during  the  Middle 
Ages.      For  instance,   we  read  that  in   12G0  a  boy  in  Perugia 


BY    OR    J.    G.    HAVELOCK.  185 

propliesied  a  great  calamity,  and  thence  arose  the  famous  epidemics 
of  Flagellants  and  Scounjcrs  which  spread  throughout  Europe. 
More  recently,  in  Sweden  (1841-42),  there  was  a  well-marked 
epidemic  of  Belif/ioiis  Ecstasy,  which  affected  a  large  number  of 
the  country  people  in  the  recesses  of  the  kingdom,  and  was 
attributed  to  poverty  and  the  action  of  fanatical  excitement. 
Modern  civilisation  has  rendered  widespread  epidemics  of  insanity 
almost  impossible.  The  fanatic  of  to-day,  who  in  remote  ages 
might  have  swayed  thousands,  finds  himself  after  a  short  career 
within  the  walls  of  a  lunatic  asylum. 

VIII.    Dr    Breivis    read    the    following   NOTE    of    a    case    of 

HYSTERECTOMY    DURING    PREGNANCY  : — 

Mrs  N.,  ait.  44,  from  Fifeshire,  came  under  my  care  a  month  ago. 
She  had  no  family,  and  had  menstruated  regularly  till  January  of 
this  year,  from  which  time  there  had  been  amenorrhcea.  She 
complained  of  a  hard  swelling  in  tlie  abdomen,  which  on  examina- 
tion was  found  to  extend  to  a  point  about  2  inches  above  the 
umbilicus.  On  the  right  side  the  swelling  was  hard  and  nodular ; 
on  the  left  it  was  soft  and  elastic.  A  well-marked  uterine  bruit 
was  heard,  but  no  foetal  heart  sound  could  at  any  time  be  detected. 
The  patient,  however,  averred  that  she  felt  movements.  On 
vaginal  examination  tlie  pelvis  was  found  to  be  occupied  by  two 
hard,  somewhat  round  tumours,  one  in  front  of  the  cervix  pressing 
on  the  bladder,  and  one  behind  impinging  on  the  rectum.  The 
cervix  was  wedged  between  these  tumours,  and  had  the  softening 
which  is  characteristic  of  pregnancy. 

Diagnosis. — The  case  was  evidently  one  of  three  conditions : — 
First,  pregnancy  in  a  fibroid  uterus.  There  was  no  doubt  that  the 
patient  had  a  fibroid  uterus,  because  the  growths  could  be  felt,  but 
about  the  pregnant  state  there  was  some  uncertainty,  as  the  foetal 
heart  sounds  could  not  be  heard.  The  softening  of  part  of  the 
abdominal  swelling  and  of  the  cervix,  along  with  the  history  of  sup- 
pression of  menstruation,  was,  however,  strong  affirmative  evidence. 

The  second  possibility  was  that  we  had  to  deal  with  a  fibro- 
cystic uterus.  We  know  that  fibroid  tumours  often  undergo  at  the 
menoi)ause  a  cystic  degeneration  of  a  malignant  character.  These 
tumours  grow  rapidly.  There  is  usually  some  peritonitis  and 
ascites,  and  the  patients  lose  flesh.  In  this  case  those  con- 
comitants were  absent. 

Thirdly,  We  had  to  consider  whetiier  there  was  an  ovarian 
tumour  as  well  as  the  fibroid.  In  the  left  half  of  the  abdomen  the 
physical  signs  were  quite  consistent  with  those  of  an  ovarian  cyst, 
but  as  no  line  of  separation  existed  between  tlie  hard  and  the  soft 
portions,  this  possibility  was  diminished. 

Treatrnmt. — Assuming  tiiat  we  had  to  do  with  a  pregnancy  in 
a  fibroid  uterus,  advanced  to  the  fifth  montli,  two  alternatives 
presented  themselves  :  first,  to  induce  premature  labour  ;  secondly, 

2  a 
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to  deliver  through  the  abdomen.  The  former  of  these  was  con- 
sidered impracticable,  as  the  obstruction  in  the  pelvis,  caused  by 
the  two  subperitoneal  fibroids  already  mentioned,  was  such  that 
even  a  five  months'  ftetus  could  not  have  been  got  through. 

Abdominal  section  seemed  the  right  procedure,  because  it  would 
make  our  diagnosis  clear;  and  if  the  condition  of  affairs  was  as  we 
anticipated,  the  uterus  with  its  contents  could  be  removed. 

Operation. — On  opening  the  abdomen  the  right  portion  of  the 
swelling  was  found  to  contain  a  number  of  interstitial  fibroid 
tumours ;  the  left  w^as  soft,  and  probably  contained  a  foetus.  A 
supplemental  fibroid  as  large  as  a  fist  grew  from  the  posterior 
aspect  downward  into  the  pelvis.  Another  tumour  of  similar  size 
grew  under  the  peritoneum  in  front  and  pressed  on  the  bladder. 
The  former  was  movable,  and  along  with  the  body  of  the  uterus 
was  brought  through  the  abdominal  wound  and  removed,  after  the 
latter  had  been  encircled  witii  a  wire  and  constricted  by  means  of 
Tait's  modification  of  Hoebert's  clamp.  The  uterus  contained  a 
five  months'  foetus.  The  pedicle  was  very  broad ;  its  size  was 
reduced  by  clipping  away  portions  of  it  with  scissors ;  the  ovaries 
were  also  removed.     The  patient  made  an  excellent  recovery, 

IX.  Dr  J.  Haig  Ferguson  read  the  following  note  on  a  broad 
LIGAMENT  CYST  REMOVED  BY  ENUCLEATION,  and  which  was  SO  tensely 
filled  with  fluid  (about  two  quarts),  that  its  pelvic  portion  before 
operation  gave  all  the  physical  signs  of  a  hard,  solid  tumour: — 

I  venture  to  record  the  following  case  chiefly  for  the  sake  of  the 
interest  attaching  to  its  diagnosis,  from  its  anomalous  physical 
signs,  which  only  serves  as  a  further  illustration  of  how 
uncertain  one  often  must  be  of  the  exact  nature  of  an  abdominal 
or  pelvic  tumour  before  operation. 

Miss  J.  A.,  ffit.  55,  came  to  me  from  Dr  Ciombie  of  North 
Berwick  about  a  month  ago,  complaining  of  abdominal  discomfort, 
frequency  in  passing  water,  and  a  painful  swelling  in  her  side. 
She  had  first  noticed  the  swelling  in  October  1893,  and  the  other 
symptoms  had  gradually  developed  and  increased  since  then.  She 
did  not  think  the  swelling  had  increased  much  in  size  since  she 
first  noticed  it. 

She  had  always  been  perfectly  healthy  and  strong  till  the 
present  illness  began.  She  ceased  menstruating  at  the  age  of  50 
(five  years  ago),  liaving  begun  at  the  age  of  15.  Her  periods 
latterly  had  been  very  profuse,  and  she  had  a  flooding  just  before 
menstruation  entirely  ceased. 

The  digestive  system  and  bowels  were  normal. 

The  patient  is  spare,  but  with  an  extremely  healthy  appearance, 
and  looks  young  for  her  age. 

On  examining  iier  abdomen,  a  swelling,  somewhat  tender  on 
pressure,  and  nearly  as  large  as  a  cocoa-nut,  could  be  felt  in  the 
middle  line.     It  was  obscurely  fluctuating,  and  dull  on  percussion. 

A  vaginal  examination  was  impossible,  owing  to  a  rigid  hymen. 
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Per  rectum,  a  round  liard  tumour,  about  the  size  of  a  foetal  head 
or  larger,  could  be  felt  fixed  in  the  pelvis,  giving  no  evidence  of 
fluctuation,  and  so  different  in  consistence  from  the  swelling  felt 
through  the  abdomen,  that  they  seemed  to  be  different  structures, 
though  no  separation  could  be  felt  between  tliem.  The  uterus 
could  not  be  felt  per  rectum.  The  lumen  of  the  rectum  was  con- 
siderably encroached  on  by  the  pressure  of  the  tumour. 

I  declined  to  come  to  any  definite  diagnosis  till  I  could  make 
a  vaginal  examination.  This  I  had  an  opportunity  of  doing 
two  weeks  later,  when  she  returned  to  town,  and  I  examined  her 
under  chloroform.  I  found  the  uterus  slightly  raised  in  the  pelvis, 
and  flattened  out  against  the  hard,  apparently  solid  growth,  which 
nearly  tilled  the  brim  of  the  pelvis,  and  bulged  down  into  the 
posterior  fornix.  The  abdominal  cyst  could  still  be  felt  fluctuating 
on  bi-manual  examination,  but  I  could  not  differentiate  it  as  being 
separate  from  the  solid  tumour  below.  The  whole  tumour  was 
fixed  in  the  pelvis.  The  cervix  had  the  senile  characteristics,  and 
the  OS  was  directed  backwards.  The  uterus  could  not  be  separated 
from  the  tumour,  and  it  was  stretched  out  beneath  it  in  such  a  way 
as  almost  to  give  one  the  impression  that  the  tumour  grew  from 
its  posterior  wall. 

I  was  unable  to  pass  the  sound  more  than  one  inch,  as  the 
uterine  cavity  seemed  twisted.  The  uterus  felt  fairly  normal  as 
regards  size,  but  gave  the  impression  of  being  somewhat  elongated. 
It  was  lying  more  to  the  right  side,  and  was  ante  verted. 

Many  of  the  physical  signs  pointed  to  a  semi-solid  intra- 
ligamentary  tumour,  but  the  pelvic  portion  was  so  hard  and  firm 
that  it  felt  more  like  the  consistence  of  a  fibroid  of  the  uterus, 
and  the  patient's  menstrual  history  lent  some  weight  to  this  view. 
Taking  this  view,  the  abdominal  cyst  was  quite  a  distinct  and 
separate  growth.  The  possibility  of  a  fibro-cystic  tumour  of  the 
uterus  had  also  to  be  kept  in  mind  ;  this  was,  however,  unlikely, 
both  from  the  age  of  the  patient  and  the  absence  of  a  souffle. 

On  opening  the  abdomen,  the  cyst  was  exposed,  and  was  found 
to  be  thin- walled,  bluish  in  colour,  and  intimately  associated  with 
the  left  broad  ligament.  It  had  originally  been  entirely  inter- 
ligamentous,  but  had  burst  through  the  ligament  above,  while  its 
lower  part  lay  deeply  imbedded  between  the  layers  of  the  broad 
ligament.  It  thus  lay  in  the  broad  ligament  very  much  as  an  egg 
does  in  an  egg-cup. 

On  tapping  the  cyst,  fully  two  quarts  of  a  lin)i)id  straw-coloured 
liquid  were  drawn  ofl', —  much  more  than,  from  its  apparent  size,  one 
would  have  expected  it  to  contain.  To  my  surprise,  I  fomid  that 
the  mass  in  the  pelvis,  which  had  seemed  to  be  so  hard  and  solid, 
had  collapsed  after  the  tapping,  and  that,  after  all,  there  was  only 
a  single  simple  cyst  to  deal  with.  The  cyst  was  unusually  easily 
enucleated  from  the  broad  ligament,  and  the  patient  has  made  an 
excellent  recover  v. 
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The  interesting  and  instructive  point  in  the  case  is,  that  two 
such  diverse  physical  signs  should  be  given  by  one  simple  thin- 
walled  cyst, — the  fluctuation  of  that  part  of  it  which  had  escaped 
from  pressure  of  the  broad  ligament,  and  the  firm  hardness  of  that 
part  of  it  which  remained  inter-ligamentous. 

X.  Dr  Richard  J.  Erskine  Young  communicated  the  following 

CASE    OF   SEVERE   MKNSTRUAL   HEADACHE   SUCCESSFULLY   TREATED   BY 
PREMENSTRUAL    VENESECTION  : — 

The  patient.  Miss  H.,  aged  29,  came  to  consult  my  father,  Ur  James 
Young,  in  February  1893.  She  complained  of  most  intense  head- 
ache, which  she  said  began  coincidently  with  the  menstrual  epoch, 
accompanied  it,  and  disappeared  only  about  four  days  after  the 
cessation  of  the  discharge.  Menstruation  began  at  the  age  of 
sixteen.  From  that  time  until  March  1893  she  continued  to 
suffer  intensely  from  this  condition,  superadded  to  which  was  a 
distressing  sense  of  weight  and  fulness  in  the  head.  It  was  so 
severe  that  she  could  not  lift  up  her  head,  being  thus  rendered 
entirely  unfit  for  duty,  both  during  menstruation  and  for  several 
days  afterwards.  She  was  naturally  of  a  somewhat  plethoric  habit 
of  body.  The  palpebral  conjunctiva  were  somewhat  injected  in 
appearance.  The  pulse  was  large,  full,  and  somewhat  incompres- 
sible. She  complained  also  of  throbbing  in  the  temi)les.  For  a 
few  months  previous  to  this  time  she  had  suffered  from  dysmenor- 
rhcea,  which  was  accounted  fur  by  a  degree  of  uterine  congestion 
which  was  present.  This  condition  yielded  to  glycerine  packing, 
and  not  douching.  The  headache,  however,  was  quite  as  severe  as 
before, — the  same  condition,  in  fact,  which  had  obtained  since 
puberty. 

On  seeing  the  case  with  my  father,  I  suggested  the  performance 
of  venesection  three  or  four  days  previous  to  the  next  menstruation. 
Having  obtained  the  patient's  consent,  and  since  the  next  cata- 
menial  flow  was  expected  on  Tuesday,  March  14,  I  arranged  to 
perform  general  bloodletting  on  Saturday,  March  11.  The  menses, 
however,  unexpectedly  appeared  on  the  latter  date,  and  of  this  fact  I 
was  informed  only  on  the  Monday.  Before  performing  venesection, 
I  took  a  sphygmogi'am  (Fig.  1),  which  I  now  show  you.     If  you 

V\>..  1.  — li.'foro  the  First  VeiiosPcticMi. 


will  kindly  examine  this  tracing,  you  will  observe  the  high  upstroke 
of  the  lever,  thus  showing  the  bounding  character  of  the  pulse. 
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I  then  drew  blood  to  ten  ounces  ;  a  few  hours  after  which,  I  again 
took  a  sphyguiograni  (Fig.  2),  which  shows  well  the  absence  of  the 

Fio.  1. — After  the  First  Venesection. 


bounding  character.  The  patient  experienced  slight  faintness  on 
sitting  up  for  twenty-four  hours  after  the  operation,  but  which 
disappeared  after  a  few  days.  For  the  remainder  of  the  menstrual 
period,  and  afterwards,  the  headache,  sense  of  weight,  and  oppression 
were  almost  nil,  and  that  for  the  first  time  since  puberty.  I  now 
allowed  about  four  weeks  to  elapse,  and  after  careful  consideration 
I  decided  to  repeat  tiie  operation.  I  therefore  visited  her  on 
Wednesday,  April  5th.  She  said  she  had  been  very  well  except 
for  slight  headache  for  a  few  days  previous  to  my  present  visit. 
I  found  the  pulse  again  somewhat  full  and  bounding.  Having 
taken  a  pulse  tracing  (Fig.  3),  I  performed  venesection  to  eight 


Fig.  3. — Before  the  Second  Venesection. 


ounces,  with  no  unpleasant  result.  Next  day  I  visited  the  patient, 
and  found  her  well  and  free  from  any  headache  whatever,  even 
though  the  catamenial  flow  had  begun.  On  this  occasion  the 
sphygmogram  (Fig.  4)  shows  entire  absence  of  the  bounding  char- 
acter, with  slight  increase  of  tension. 


I''iii.  t. —Alter  the  Secoinl  Venesection. 


On  VW'dnesday,  April  12,  I  saw  her.  The  pulse  was  goud.  She 
was  quite  free  from  headache,  and  expressed  herself  as  being  as  well 
as  could  be  desired.  The  })atieiit  has  continued  to  report  her.self 
at  intervals  from  that  time  up  to  the  present,  and  I  am  glad  to  say 
that  she  has  always  the  same  tale  to  tell,  viz.,  that  though 
menstruation  has  appeared  regularly,  it  is  neither  acconjpanied  nor 
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succeeded  by  headache,  weifrjit,  oppression,  nor  any  unpleasant 
sensation  whatsoever.  1  can  lind  no  other  cause  for  this  result 
than  a  timely  moderate  venesection. 

There  are,  I  think,  few  members  of  the  medical  profession  who 
will  not  allow  that  bloodletting  has  a  perhaps  increasing  sphere  in 
the  treatment  of  certain  diseases.  In  such,  then,  let  us  not 
neglect  it. 

XI.    Discussion — "  Should  antiskptic    vaginal  douching  be 

MADE    a    routine    PRACTICE    IN    THE    PUERPEHIUM." 

Dr  J.  Hcdliday  Groom,  in  opening  the  discussion  in  the  affirma- 
tive, said, — The  subject  on  which  you  have  asked  me  to  inaugurate 
a  discussion  seems  to  me  one  upon  which  most  men  uphold  similar, 
if  not  the  same  opinions,  and  therefore  the  field  left  for  argument 
is  considerably  curtailed. 

Antiseptic  douching  of  the  vagina  was  introduced  into  routine 
practice  when  antiseptics  as  a  system  were  adopted  by  obstetricians. 
It  formed  an  integral  part  of  the  antiseptic  management  of  labour 
and  the  puerperium.  The  objects  aimed  at  in  the  antiseptic 
system  are: — The  prevention  of  the  introduction  of  germs,  i.e., 
antisepsis  before  confinement,  and  paralysing  their  action,  i.e., 
antisepsis  after  confinement. 

Although  at  the  first  the  methods  were  complex,  including  even 
the  adoption  of  the  spray  during  delivery,  yet  all  that  is  left  now 
to  us  of  the  routine  nse  of  antiseptics  is  their  application  to  fingers 
and  instruments,  and  the  antiseptic  douching  of  the  vagina  before 
and  after  labour.  Now,  I  think  no  one  would  question  for  a 
moment  that  the  routine  use  of  antiseptics  has  been  the  greatest 
addition  to  obstetric  practice  since  the  introduction  of  chloroform. 
This  is  not  the  occasion  for  me  to  point  out  the  revolution  which 
antiseptics  has  brought  about  in  childbed  mortality.  The  records 
of  Paris,  Copenhagen,  Prague,  London,  and  Edinburgh  are  sufficient 
in  themselves  to  illustrate  this  point.  The  reduction  of  mortality 
from  15  per  cent,  to  nil,  as  was  the  case  in  Paris,  is  in  itself  a 
sufficiently  startling  example  of  the  brilliant  results  thus  achieved, 
and  the  fact  remains  that  this  system  of  antiseptic  midwifery 
alone  is  responsible  for  the  diminished  mortality. 

Doubtless  antiseptics  have  played  a  more  important  part  in 
hospital  than  in  private  practice.  There  the  results  have  been 
specially  marked,  and  this  in  a  great  measure  is  due  not  only  to 
scrupulous  cleanliness  on  the  part  of  doctor  and  attendants,  but  in 
a  great  measure  to  the  regular  and  careful  antiseptic  washing,  not 
only  of  the  vulva,  but  of  the  vagina  as  well,  by  means  of  the 
vaginal  douche.  The  hot  carbolized  douche  previous  to  labour  is 
perhaps  of  equal  importance  to  post-partum  washing.  I  believe 
that  many  cases  of  sepsis  after  labour  could  be  avoided  by  careful 
removal  by  douching  of  secretions  accunmlated  during  pregnancy. 
In  hospital  practice,  at  any  rate,  I  insist  u[ion   the   vagina  being 


DISCUSSION    ON    ANTISEPTIC    VAGINAL    DOUCHING.  ]91 

irrigated  and  the  vulva  washed  before  even  a  vaginal  examination 
is  made.  With  regard  to  post-partum  douching,  the  dorsal 
decubitus  tends  to  promote  tlie  accumulation  of  tlie  locliia  in  the 
upper  part  of  the  vagina.  In  this  position  the  drain  is  not  free ; 
and  in  a  hospital  with  a  large  aggregation  of  women  under  similar 
circumstances,  the  debris  remaining  there  are  apt  to  become  a  focus 
for  infection,  especially  as  they  are  lying  in  contact  with  a  recent 
wound  at  the  cervix  ;  and  further,  which  is  of  no  small  importance, 
the  warm  carbolized  douclie,  by  keeping  the  lochia  aseptic,  prevents 
the  pollution  of  the  air  of  the  ward,  as  it  obviates  the  accumula- 
tion of  putrid  matter  in  the  atmosphere.  One  must  further 
remember  that  in  labour  in  a  hospital  we  are  dealing  with  an 
unnatural  condition  of  matters, — for  that  part,  in  every  labour  the 
conditions  we  have  to  deal  witli  are  unnatural.  In  ordinary  labour 
among  the  savages  the  rapid  assumption  of  the  erect  [)0sture  makes 
the  drain  free,  and  therefore  neither  vaginal  douching  nor  any  other 
form  of  antiseptic  interference  is  required ;  but  the  more  com- 
plicated the  surroundings  of  the  patient  become,  the  more  needful 
is  it  to  take  artificial  means  to  prevent  sepsis.  In  a  hospital,  at 
any  rate,  I  should  advocate  the  routine  use  of  vaginal  douchino- 
with  some  germicide. 

In  private  practice  the  conditions  and  environments  are  no  doubt 
somewhat  different,  but  even  then  the  principle  is  the  same ;  and 
where  douching  can  be  carried  out  carefully  and  skilfully,  I 
consider  that  any  one  who  neglects  it  assumes  a  very  serious 
personal  responsibility.  As  a  matter  of  fact,  although  no  doubt  of 
secondary  importance,  my  experience  is  that  patients  in  private 
prefer  it  from  motives  of  comfort  and  cleanliness.  It  must  also 
be  kept  in  mind  that  a  daily  vaginal  douche  of  antiseptic  hot 
water  will  help  to  promote  the  involution  of  the  uterus  by  stimu- 
lating uterine  retraction. 

The  channels  of  infection  in  a  puerperal  woman  are  numerous. 
Two  of  these,  viz.,  the  perineal  and  the  cervical  tears,  may  at  least  be 
rendered  harmless  by  regular  douching.  Of  course,  a  good  deal 
depends  on  the  way  in  which  this  manipulation  is  performed.  It 
is  much  better  carried  out  with  the  ordinary  can  douche  rather 
than  by  any  form  of  syringe.  The  water  ouglit  to  be  a  hot 
solution  (about  the  temperature  of  115°)  of  some  antiseptic,  such 
as  Condy's  lluid  or  carbolic  acid  (1  in  60),  or  corrosive  sublimate 
(1  in  5000  or  6000).  About  a  quart  of  one  or  other  of  these  solutions 
should  be  allowed  gently  to  irrigate  the  parts  twice  a  day.  At  the 
same  time  care  should  be  taken  that  the  vulva  should  be  washed 
with  a  similar  solution,  and  an  antiseptic  napkin  applied  there- 
after. I  attach  much  importance  to  this,  as  I  am  convinced  that 
it  is  a  very  important  factor  in  tlui  prevention  of  ))uerperal  septic 
fever  with  or  without  inflammatory  changes  in  the  pelvis.  Tiie 
objections  iirged  against  this  system  are  all,  to  my  mind,  more 
imaginary  than  real.     The  main  ones  are — (1),  the  opening  up  of 
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the  vagina  and  thus  perniittiug  the  entrance  of  air  ;  (2),  the  intro- 
duction of  air  through  the  irrigator ;  (3),  injury  to  the  parts ;  (4), 
the  toxic  action  of  the  germicide  used ;  and  histly  (5),  exposure  of 
the  patient.  It  will  be  observed  that  these  objections  all  take  for 
granted  that  the  little  manipulation  is  performed  unskilfully.  The 
same  argument  might  apply  to  any  manipulation.  To  object  to 
any  operation  because  it  is  not  performed  "secundum  artem"  is 
absurd.  The  same  might  apply  to  the  use  of  forceps  or  the  use  of 
anesthesia.  A  woman  is  much  better  delivered  without  an 
anesthetic  than  to  have  an  overdose  of  it ;  and  it  is  a  choice  of 
evils  for  a  woman  whether  she  will  have  forceps  unskilfully 
applied  or  have  a  long  labour.  Certainly,  if  the  vaginal  douching 
cannot  be  performed  without  the  patient  running  the  risk  of  being 
poisoned  with  corrosive  sublimate,  or  having  her  vagina  injudici- 
ously opened  up  by  an  unskilful  nurse,  or  have  herself  unduly  and 
roughly  exposed,  she  is  much  better  to  be  left  alone  to  discount 
her  risks  of  sepsis.  But  in  the  hands  of  a  proper  nurse  I  believe 
that  systematic  vaginal  douching  is  not  only  perfectly  harmless, 
but  of  great  utility. 

Dr  James  Ritchie,  in  opening  the  negative,  said  that  when  we  exa- 
mine the  mortality  returns  of  the  Eegistrar-General  for  Scotland,  we 
find  that  during  1S89  tliere  were  registered  277  deaths  from  puer- 
peral fever,  and  in  1891,  378  deaths  from  the  same  cause.  Prob- 
ably, also,  a  considerable  number  of  the  cases  classed  as  metritis 
and  pyaemia  were  due  to  septic  poisoning  during  the  puerperium. 
When  we  consider  that  the  large  majority  of  these  deaths  are 
preventable,  we  are  constrained  to  enter  on  the  discussion  of  any 
question  affecting  the  treatment  of  childbirth  with  a  feeling  of 
considerable  responsibility.  He  did  this  with  an  open  mind,  and 
with  the  desire  that  the  truth  might  be  elucidated,  and  that  his 
opinions  and  practice  might  be  brought  into  accord  with  the  truth, 
wherever  it  might  be  found  to  abide. 

From  the  day  when  Dr  Eitchie  iieard  his  revered  friend  and 
teacher  Prof.  Sir  Joseph  Lister  deliver  his  inaugural  address  in 
the  Ciiemistry  class-room  of  Edinburgh  University,  on  the  Germ 
Theory  of  Putrefaction  and  its  relation  to  Suppurative  Processes 
in  Surgery,  he  felt  that  a  new  light  had  fallen  upon  his  eyes;  and 
since  that  time  he  had  had  not  oidy  an  unabating  but  an  increas- 
ing belief  in  the  antiseptic  treatment  of  a  great  variety  of  diseases, 
altliough  perhaps  the  methods  of  treatment  had  undergone  con- 
siderable change.  He  well  remembered  how,  in  the  early  days 
of  his  medical  studies,  it  was  thought  to  be  unsafefor  those  who  did 
surgery  to  attend  confinements.  Of  course  there  were,  all  over  the 
country,  very  many  general  practitioners  who  had  to  do  both, 
but  the  danger  of  surgical  cases  to  lying-in  women  was  recognised. 
Since  the  development  of  the  antiseptic  method  we  find  no  such 
incom]iatibility. 
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If  any  one  lias  any  doubt  of  tlie  value  of  strict  antiseptic  treat- 
ment in  midwifery,  he  has  only  to  turn  to  statistics  of  results  in 
maternity  hospitals  before  and  after  the  introduction  of  the 
antiseptic  system  to  have  his  doubts  removed — c.cj.,  those  of  the 
large  Lying-in  Hospital  in  Vienna,  in  which  the  mortality  was 
reduced  from  almost  10  per  cent,  to  even  less  than  1  per  cent. 
The  records  of  the  Maternity  Hospital  of  Paris  show  a  similar 
improvement,  and  so  we  might  continue  to  extend  the  list  with 
similar  results  in  other  countries. 

In  every  case  of  confinement  one  of  the  dangers  to  be  guarded 
against  is  that  of  septic  infection,  and  he  went  to  every  case 
with  this  fidly  in  view.  Tlie  infection  might  arise  in  a  variety 
of  ways. 

1.  In  the  patient  herself. 

2.  Because  of  an  insanitary  and  infectious  condition  of  the 
house. 

3.  It  may  be  communicated  by  the  hand  of  the  nurse. 

4.  It  may  be  introduced  by  the  medical  attendant. 

In  order  to  guard  against  infection  by  the  first  source,  shouUl 
every  patient  receive  an  antiseptic  douche  at  the  commencement 
of  labour,  before  the  passages  have  been  bruised  and  torn,  thereby 
having  formed  in  them  a  number  of  absorbing  surfaces  ?  Gar- 
rigues  of  New  York  advocates  this  procedure.  In  some  cases  in 
which  there  exists  leucorrhoea,  or  other  vaginal  discharge,  it  is 
necessary;  and  it  is  Dr  James Eitchie's  practice  to  institute  anti- 
septic douching  even  earlier  than  this,  viz.,  some  weeks  before  the 
onset  of  labour. 

As  to  the  second  source  of  danger,  probably  sad  experience  has 
taught  us  all  to  examine  the  lying-in  room  beforehand  with  the 
view  of  ascertaining  whether  the  sanitary  conditions  are  favour- 
able. But  in  very  many  cases  all  over  the  country  the  room  has 
to  be- accepted  as  it  is  found.  Danger  arising  from  this  source  is 
one  which  largely  affects  treatment  in  maternity  hospitals,  in 
which,  from  the  constant  succession  of  delivery  cases,  there  is  a 
necessity  for  special  disinfection  of  wards.  Without  this,  anti- 
septic treatment  could  not  be  fairly  carried  out.  The  details  in 
this  respect  are  some  of  those  which  pertain  to  certain  localities 
and  times,  and  do  not  apply  to  all  })laces  and  times. 

The  third  source  of  infection — the  nurse,  her  clothing  and 
hands — is  also  of  importance.  It  is  not  an  unnecessary  pre- 
caution to  guard  the  nurse  against  attending  to  her  patient  with 
hands  which  have  not  been  disinfected,  and  specially  to  insist 
upon  her  washing  the  mother  before  she  dresses  the  baby,  while 
the  stump  of  the  cord  is  still  in  situ. 

The  fourth  source  of  infection  which  was  named, — viz.,  the  hands 
and  instruments  of  the  accoucheur, — is,  in  general  practice,  by  far 
the  most  important.  However  great  the  care  taken  to  protect  the 
patient  against  other  sources  of  infection,  it  is  of  no  avail  unless 
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the  most  scrupulous  care  is  observed  by  the  medical  attendant  in 
regard  to  his  hands,  instruments,  and  clothing. 

The  question  which  we  have  to  discuss  is  not  the  advantages  of 
the  antiseptic  treatment  of  women  during  the  puerperium  ;  but,  Is 
antiseptic  vaginal  douching  a  necessary  part  of  the  antiseptic 
method  ?  In  other  words,  as  the  question  is  put  down  in  tlie 
billet  for  to-day — Should  antiseptic  vaginal  douching  be  made  a 
routine  practice  in  the  puerperium  ?  Then,  we  suppose,  if  this 
question  is  answered  in  the  affirmative,  there  would  necessarily 
follow  a  second,  viz.,  How  often  is  it  to  be  done  ?  In  the  Scliool 
for  Midwives,  St  Petersburg,  in  1863,  every  patient  had  her 
uterus  washed  out  with  a  solution  of  chlorinated  lime  two  or  three 
hours  after  delivery,  and  this  was  repeated  several  times  during 
the  first  forty-eight  hours. 

Tlie  question  is  not  whether  there  are  circumstances  of  place  or 
condition,  local  or  general,  which  demand  that  vaginal  douching 
should  be  used  while  these  exist,  but  ought  it  to  be  made  a  part 
of  the  ordinary  routine  of  the  puerperium,  without  regard  to  place 
or  condition, — ^just  as  much,  for  example,  as  the  ascertaining 
whether  the  placenta  and  membranes  have  been  completely  ex- 
pelled. 

We  can  hardly  bestow  too  high  encomiums  upon  those  who 
have  introduced,  or  who — like  our  friend  Dr  Cioom — have  helped 
to  systematize  strict  antiseptic  treatment  in  our  maternity  hospi- 
tals. But  the  question  arises,  Do  there  not  exist  in  these  hospitals 
special  dangers  demanding  special  precautions, — precautions  which 
may  also  become  a  necessity  under  other  conditions  of  place  or  of 
person?  If  so,  is  routine  douching  necessary  in  general  practice 
out  of  hospitals  ?  It  may  further  be  argued  that  because  such 
magnificent  results  have  been  attained  in  hospital  practice,  there- 
fore, as  there  is  in  every  case  some  danger  of  septic  poisoning,  the 
antiseptic  method,  down  to  its  most  insignificant  detail,  should  be 
invariably  adopted. 

The  speaker  did  not  think  that  we  do  wrong  to  ask  this  question, 
even  although  the  practice  of  hospital  physicians  should  be  in 
favour  of  its  general  use,  because  he  could  quite  understand  that 
when  any  metliod  has  produced  such  a  wonderful  change  in  results, 
as  the  antiseptic  method  has  done  in  our  maternities,  there  might 
be  the  tendency  to  consider  that  every  portion  of  the  method  which 
has  been  adopted  is  essential ;  and  that  hospital  physicians,  being 
impressed  with  the  benefits  of  the  system  in  their  hospital  practice, 
should  liave  advised  its  use  as  a  method  of  routine  to  be  observed 
in  all  cases. 

He  had  already  ])ointed  out  tliat  there  are  certain  dangers 
peculiar  to  maternity  hospitals,  or  at  least  common  in  them,  but 
uncommon  in  private  dwellings.  It  is  possible  that  some  methods 
which  may  be  essential  in  them  are  not  necessary  in  private 
practice.     Is  vaginal  douching  one  of  these  ?     Probably  the  best 
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battle-ground  for  the  discussion  of  this  question  is  to  be  found  in 
maternity  hospitals,  partly  because  statistics  relating  to  them  are 
more  easily  obtained  than  those  rehiting  to  private  practice,  and 
partly  because  of  the  very  marked  improvement  in  results  in  them 
since  the  introduction  of  the  antiseptic  method.  Have  we  any 
means  of  ascertaining  whether  the  greatly  improved  results  are  due 
to  tlie  methods  now  generally  used  as  a  whole,  or  is  there  any  one 
of  the  measures  of  supreme  importance,  or  is  any  one  of  them 
unnecessary,  or,  at  least,  less  so  ?  The  history  of  epidemics  of 
septic  fever  in  hospitals  points  to  the  frequent  disinfection  of  the 
building,  the  bedding,  and  all  the  surroundings  of  the  patient  as 
being  a  matter  of  first  importance,  and  the  history  of  epidemics  of 
septic  fever  outside  of  hospitals  proves  the  great  importance  of  the 
thorough  disinfection  of  the  person  and  the  instruments  of  the 
accoucheur.  What  of  the  douching  ?  Is  this  of  equal  importance  ? 
Is  there  any  maternity  hospital  in  which  this  is  not  adopted  ? 
Garrigues,  of  the  New  York  Maternity  Hospital,  holds  that  it  is  not 
necessary  even  in  hospitals.  Before  he  introduced  a  careful  system 
of  antiseptic  treatment  into  that  hospital  the  mortality  was  nearly 
8  per  cent,  from  puerperal  fever,  and  for  a  month  nearly  as  high 
as  20  per  cent.  It  is  noteworthy  that  before  his  system  was 
perfected  he  tried  a  method  in  which  every  patient  received  a 
vaginal  douche  before  and  immediately  after  delivery,  and  also 
morning  and  evening  during  the  first  eight  days  thereafter. 
Notwithstanding  this  care,  the  mortality  from  septic  diseases 
was  nearly  4  per  cent.  He  had  not  at  that  time  adopted  the 
rotation  of  wards,  the  periodic  and  very  careful  disinfection  of  them; 
their  ventilation  was  not  so  free,  and  the  kind  of  antiseptics  for 
attendants'  hands  and  for  douching  was  not  perchloride  solution, 
but  a  2  per  cent,  solution  of  carbolic  acid.  After  he  had  instituted 
the  other  measures  just  named,  a  vaginal  douche  of  solution  of 
bichloride  of  mercury,  1  in  2000,  was  given  at  the  commencement 
of  labour,  but  after  that  oio  vaginal  injections  were  given,  except 
in  rare  cases  if  the  lochia  became  offensive.  Under  this  method, 
with  only  a  single  douche,  viz.,  at  the  commencement  of  labour, 
the  total  mortality  during  two  years  and  ten  months  of  what  he 
calls  prophylactic  treatment  was  01)8  per  cent.,  and  the  mortality 
from  septic  causes  alone  was  0"42  per  cent.  This  may  be  con- 
sidered the  more  satisfactory  when  we  learn  that  42'li4  per  cent, 
of  the  cases  were  primipane.  With  these  statistics  before  us,  it 
can  hardly  be  maintained  that  vaginal  douching  during  the  puer- 
perium  is  a  necessity. 

But  if  not  a  necessity,  is  it  a  safe  precaution  even  if  it  be 
superfiuous?  The  first  objection  which  he  felt  constrained  to  urge 
is  that  meddlesome  midwifery  is  bad  midwifery,  that  the  less  we 
require  to  interfere  with  })arturient  patients  the  better.  Even  in 
the  matter  of  digital  e.xaminations,  although  no  one  would  assert 
that  with  clean  hands  there  is  danger,  it  is  none  the  less  a  wise 
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precaution  not  to  examine  a  patient  oCtener  than  is  really  necessary 
to  keep  us  informed  how  the  labour  is  pi'ogressing.  So  on  this 
ground,  if  douching  be  not  necessary  it  is  better  not  to  employ  it  as 
a  routine  part  of  treatment. 

Next,  in  douching,  unless  we  have  skilled  and  careful  nurses, 
there  is  danger  from  mechanical  disturbance  of  the  injured  vaginal 
walls,  etc.,  by  means  of  the  tube,  and  the  consequent  creation  of  fresh 
absorbing  surfaces.  Altliough  many  of  our  number  may  be  able 
always  to  have  the  services  of  skilled  nurses,  we  are  discussing  the 
question  in  its  general  application. 

Without  skilled  nurses  douching  may  be,  and  has  been,  a  source 
of  discomfort  and  of  abdominal  pain. 

A  further  danger  is  that  of  poisoning  by  means  of  the  antiseptic 
used.  The  most  efficacious  are  perchloride  of  mercury  and  biniodide 
of  mercury,  but  there  are  on  record  many  cases  of  poisoning  by 
means,  at  least,  of  the  former.  It  would  not  be  safe  to  serve  out 
these  antiseptics  indiscriminately  to  every  woman  who  attends 
confinenients.  Even  in  the  hands  of  skilled  nurses  they  require  to 
be  used  with  care,  specially  in  the  case  of  anaemic  patients  and 
those  with  kidney  disease.  In  Dr  James  Eitchie's  experience, 
when  the  discharge  has  become  slightly  offensive  and  acrid,  it  is 
sufficient  to  use  a  solution  of  permanganate  of  potash. 

To  sum  up :  The  antiseptic  treatment  of  every  case  is  essential. 
Dr  James  Ritchie  did  not  believe  that  the  sad  record  extracted 
from  the  Registrar- General's  returns  already  referred  to  arose  in 
consequence  of  the  want  of  douching.  The  experience  of  the  New 
York  Maternity  seemed  to  determine  this  view — that  it  arose 
from  want  of  sufficient  care  either  as  to  the  sanitary  condition  of 
the  lying-in  room,  or  as  to  the  hands  of  the  attendants.  The 
essentials  of  antiseptic  treatment  were,  in  his  opinion,  sanitary 
surroundings,  and  pure  hands,  instruments,  and  clothing.  The 
routine  use  of  vaginal  douches  during  the  puerperium  he  did  not 
consider  to  be  an  essential  part  of  the  system.  There  were  also 
certain  dangers  associated  with  douches — dangers  which  are  greater 
at  the  hands  of  iinskilled  persons,  and  if  due  care  were  exercised 
in  general  practice  it  is  safer  not  to  use  them.  They  ought  to 
be  reserved  for  tliose  cases  in  which  danger  arises,  and  in  which 
the  less  of  the  two  dangers  is  the  use  of  the  douche  with  proper 
precautions. 

Dr  James  Carmichael  thought  the  subject  at  present  under  dis- 
cussion was  one  of  the  utmost  importance.  He  had  given  it  a  deal 
of  consideration,  and  had  been  sufficiently  long  in  practice  to  com- 
pare the  methods  of  the  present  day  with  those  formerly  in  vogue. 
Before  answering  the  question  of  the  propriety  of  antiseptic 
douches  as  a  routine  practice  during  the  puerperium,  he  thought 
the  question  should  be  decided,  first,  in  regard  to  natural  unaided 
labour  in  ]irivate  practice  and  in  hospital;  second,  in  ivgard  to 
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difficult  or  aided  labour.  Tliese  were  really  two  separate  question.^ 
ill  regard  to  which  he  tliought  experienced  obstetricians  would  be 
inclined  probably  to  vary  their  practice.  Natural  unaided  labour 
under  ordinary  conditions  was  a  healthy  and  normal  process. 
When  labour  was  over,  say  in  a  primipara,  the  condition  of  all 
parts  above  the  ostium  vaginae — even  although,  as  often  happens, 
there  might  be  a  slight  vaginal  or  cervical  tear — were  aseptic.  The 
condition  of  the  external  parts  when  there  was  a  slight  tear  might 
become  septic.  If  the  first  proposition  be  accepted  regarding  the 
aseptic  condition  of  the  parts  above  the  ostium  vaginae,  the  ques- 
ti<ni  must  be  answered  how  these  conditions  are  altered  and 
elements  of  danger  introduced  from  without.  Tiie  reply  to  this  is, 
that  it  is  by  the  meddlesomeness  of  the  accoucheur  that  this  comes 
about.  It  follows  that  if  the  accoucheur,  finding  the  lal)Our  to  be  a 
natural  one,  interferes  as  little  as  possible,  and  when  he  does 
introduce  the  finger  renders  it  perfectly  aseptic,  no  danger  will 
result.  The  question  then  arises.  Whether  under  these  circum- 
stances antiseptic  douches  are  required  ?  The  only  logical  answer 
is,  that  such  interference  is  meddlesome  and  unnecessary.  In 
regard  to  internal  tears  and  wounds  in  otherwise  normal  cases,  of 
course  the  most  rigid  care  and  antisepsis,  so  far  as  possible,  should 
be  carried  out  by  washing  the  external  parts  and  using  antiseptic 
pads.  The  second  question,  the  use  of  antiseptic  douches  in  aided 
or  difficult  or  instrumental  labours,  is  quite  a  different  one.  Here 
the  necessities  of  the  case  renders  the  patient  liable  to  all  the 
dangers  of  the  introduction  of  noxious  elements  from  without ; 
and  in  these  cases  I  think  the  routine  practice  of  antiseptic 
douches  for  some  days  after  labour  is  a  good  one.'  The  next 
question  which  requires  an  answer  of  a  definite  nature  is,  Should 
the  treatment  of  a  puer})eral  woman  in  this  respect  be  different  in 
a  hospital  from  that  recommended  in  a  private  house  ?  The 
remarks  I  have  already  made  apply  to  private  practice.  In 
maternity  hospitals  a  new  set  of  conditions  come  in.  We  have 
congregations  of  puerperal  women,  and  notoriously  the  hospital 
may  at  any  time  be  an  infectious  place  in  the  general  sense  of  the 
term.  Physicians,  nurses,  and  students  are  examining  one  case 
after  another,  the  same  instruments  are  used  for  all  cases,  and 
safety  only  depends  on  the  thoroughness  with  wliich  antisejitic 
precautions  are  used.  Unfortunately,  we  cannot  see  the  germs  of 
infection,  and  we  never  knov)  whether  from  want  of  thoroughness 
in  our  precautions  they  may  not  be  present.  Still,  we  do  our  best 
and  carry  out  antiseptic  precautions  as  strictly  as  possible.  The 
records  of  hos])ital  practice  ])rove  that  under  the  new  .system 
])uerperal  mortality  is  largely  diminished.  I  therefore  thiidc  that 
routine  douching  in  hospital  practice  is  a  wise  course,  always  i)ro- 
vided  it  is  properly  carried  out.  One  of  the  most  urgent  matters 
requiring  ventilation  in  regard  to  this  sul)ject  is  that  of  the 
instruction  of  nurses  in  regard  to  their  duties  in  douching  puerperal 
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women.  I  find  tliat  the  nurses  trained  in  the  Edinburgh  Maternity 
go  into  practice  imbued  with  the  idea  tliat  routine  douching  should 
be  carried  out  in  private  practice  as  in  liospital ;  not  only  so, 
but  that  they  are  entitled  to  have  recourse  to  it  without  orders 
from  the  obstetric  physician.  I  can  luirdly  believe  they  are  so 
instructed.  If  they  are,  such  teaching  is  open  to  grave  objection,  in 
my  opinion.  I  hold  it  to  be  the  duty  of  all  teachers  of  nurses  to 
instruct  them  to  act  solely  under  the  direction  of  the  doctor  in  this 
matter,  and  also  that  for  the  purpose  of  vaginal  douching  they 
must  make  use  only  of  a  proper  vaginal  syphon  douche,  and  not 
use  a  Higginson  syringe.  We  can  never  be  sure  that  a  Higginson 
syringe  is  aseptic,  nor  that  we  may  not,  in  using  it,  introduce  air 
into  tlie  maternal  passages.  Vaginal  douching  requires  great  care 
and  caution  in  its  use,  and  my  experience  leads  me  to  believe  that 
nurses  are  often  careless  in  carrying  it  out.  The  responsibility  for 
the  execution  of  their  important  duties  devolves  first  upon  the 
teacher,  and  secondly  on  the  medical  attendant,  who  should  be 
careful  to  see  all  the  minutiae  of  after-treatment  properly  carried 
out.  On  the  whole  question,  therefore,  I  am  of  opinion  that  we 
are  not  warranted  in  teaching  our  students  and  nurses  that  vaginal 
douching  should  be  a  hard  and  fast  practice  in  all  women,  but  that 
the  obstetric  physician,  guided  by  sound  principles,  should  judge 
each  case  on  its  own  merits,  and,  as  in  all  other  cases,  treat  the 
patient  as  he  finds  her,  rather  than  the  puerperium  as  such. 

D)'  S.  Macvie,  Cliirnside,  said  he  contended  that  routine  vaginal 
douching  during  the  puerperium  depended  on  its  practicability  as 
well  as  its  necessity.  In  country  practice,  where  the  patient 
resided  at  a  considerable  distance,  where  the  trained  nurse  did  not 
exist,  and  the  amateur  nurse  could  not  always  be  found  sufficiently 
reliable, — where,  nevertheless,  the  death-rate  was  practically  nil, — it 
was  difficult  for  the  medical  attendant  to  think,  after  doing  all  he 
could  do,  tliat  he  had  not  done  all  he  ought  to  have  done,  in  not 
douching  the  vagina  twice  daily  for  a  week  or  ten  days.  He  could 
not  admit  that  a  healthy  woman  was  in  a  condition  of  sepsis  at 
her  confinement,  and  what  was  required  was  the  maintenance  of 
the  aseptic  condition.  This  could  be  done  by  thorough  cleanliness 
in  all  the  surroundings  and  the  use  of  such  an  antiseptic  as 
carbolated  vaseline.  He  deprecated  the  meeting  affirming  the 
position  taken  up  by  Dr  Groom ;  but  at  the  same  time  felt  assured 
that  the  discussion  would  incite  everyone  present,  either  by 
douching  or  other  means,  to  obtain  the  end  aimed  at. 

Prof.  Simjjson,  being  called  on  by  the  President,  expressed  his 
regret  that  ins  attendance  at  another  meeting  had  hindeied  him 
from  arriving  in  time  to  hear  the  opening  paper  of  his  friend  and 
colleague  Dr  Groom.  Whatever  may  have  to  be  said  in  favour  of 
routine  douching  of  puerperal  women  in  maternities,  he  was  largely 
in  agreement  with  Dr  liitchie  as  to  the  position  Dr  Iiitchie  had  taken 
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in  regard  to  this  measure  in  general  practice.  He  (Prof.  Simpson) 
had  been  surprised  to  hear  from  Dr  Carmichael  that  the  nurses 
had  been  so  officious  in  this  matter.  It  was  quite  contrary  to  the 
spirit  of  the  teaching  that  was  imparted  to  them  in  our  Mater- 
nity to  take  it  upon  themselves  to  carry  out  any  kind  of  treat- 
ment, except  under  direct  instruction  of  the  doctor  in  charge  of  a 
case.  Certainly  vaginal,  and  still  more  intra-uterine  douching, 
ought  never  to  be  undertaken  unless  it  were  specially  ordered  by 
the  responsible  physician.  As  to  the  conditions  requiring  the  use 
of  the  douche,  he  (Prof.  Simpson)  thought  that  any  practitioner  who 
had  lost  a  puerperal  patient  from  septic  mischief  ought  to  have 
great  misgivings  in  his  mind  as  to  whether  all  had  been  done  that 
might  have  been  done  to  save  her,  if  he  had  not  made  free  use 
of  the  intra-uterine  antiseptic  douche.  But  wliere  a  man  had 
been  careful  to  cleanse  the  passages  before  or  during  the  labour, 
and  where  he  had  been  specially  careful  to  conduct  the  process 
aseptically,  and  to  disinfect  the  cavities  and  canals  after  any  kind 
of  interference,  there  was  little  likelihood  of  any  danger  super- 
vening ;  and  to  have  recourse  to  twice-a-day  routine  douches  in 
such  a  case  would  certainly  subject  the  patient  to  much  incon- 
venience, and  might  introduce  new  elements  of  danger. 

Dr  W.  Marline^  Haddington,  referred  to  what  had  fallen  from 
previous  speakers  as  to  the  duration  of  the  puerperium  in  connexion 
with  the  use  of  routine  antiseptic  douching.  He  well  recollected  a 
case  which  occurred  in  his  practice  many  years  ago,  where  a  poor 
woman  was  confined  in  a  cart-shed  at  a  farm  within  two  miles  of 
Haddington  at  five  o'clock  in  the  morning,  and  next  afternoon 
between  three  and  four  she  was  walking  through  the  streets  of  the 
town,  and  certainly  in  her  case  no  douching  of  any  kind  was  had 
recourse  to.  As  to  tlie  question  of  the  propriety  of  antiseptic 
douches  as  a  routine  practice  during  the  puerperium,  Dr  M.  agreed 
very  much  with  the  remarks  of  Drs  Carmichael  and  Macvie,  that 
in  natural  and  unaided  cases,  if  thorough  cleanliness  be  strictly 
observed  in  all  the  surroundings,  frequent  douching  is  unnecessary, 
and  to  carry  it  out  in  every  case  in  country  practice  is  well-nigh 
impossible. 

Dr  Hunter  very  strongly  advocated  the  routine  use  of  the 
vaginal  douche.  He  spoke  from  an  experience  of  twenty-seven 
years,  during  which  he  had  attended  a  large  number  of  deliveries, 
and  had  been  unfortunate  enough  to  liave  lost  several  cases  from 
two  separate  outbreaks  of  puerperal  septicaemia.  In  reverting  to 
these  fatal  cases,  the  mental  distress  they  at  the  time  occasioned 
was  vividly  recalled  ;  and  this,  as  well  as  other  circumstances, 
induced  him  to  use  all  the  precautions  in  his  power  to  prevent  a 
recurrence  of  a  similar  experience.  To  antiseptic  vaginal  douching 
in  such  prophylaxis  he  assigned  a  foremost  place.  In  discussing 
this   question  it  must   be   kept   in   mind   that  the  city  physician 
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engaged  in  extensive  obstetric  practice  is  placed  in  a  different, 
and,  lie  believed,  more  favourable  position  for  successfully  con- 
ducting his  cases  than  his  brother  practitioner  in  the  country. 
The  former  restricts  his  surgical  practice,  and  seldom,  if  ever,  is 
called  upon  to  perform  sectiones  in  bodies  in  varying  conditions  of 
decom])osition.  The  latter  is  hurriedly,  and  frequently  unex- 
pectedly, called  from  surgical  septiciemia,  zymotic  diseases,  such 
as  scarlet  fever,  and  after  performing  post-mortem  examinations  in 
medicc-legal  ca-es,  to  attend  confinements  miles  from  his  home ; 
and  although  he  uses  all  the  precautions  in  his  power  and  at  his 
disposal,  with  the  intention  of  securing  manual  and  personal  anti- 
sepsis, in  a  certain  proportion  of  cases  there  is  a  very  considerable 
risk  of  a  varying  dose  of  the  poison  being  absorbed  and  unhappy 
results  following.  It  is  urged  that  only  in  the  abnormal  cases  is 
the  douche-can  required,  and  he  took  it  that  few  would  dispute  its 
proper  use  in  these ;  but  at  the  termination  of  the  labour  it  is 
impossible  to  be  certain  to  what  extent  there  may  be  cervical  tears 
or  limited  vaginal  lacerations.  In  all  such  cases  as  those  referred 
to,  the  patient  is  placed  in  a  much  better  position  by  vaginal 
antisepsis  to  resist  tiie  possible  action  of  morbific  germs ;  and  if 
admittedly  necessary  for  cases  going  wrong  or  threatening  to  go 
wrong,  it  is  surely  a  wise  precaution  to  make  its  use  a  routine 
practice.  The  difficulties  in  its  efficient  performance  had,  in  his 
opinion,  been  unintentionally  exaggerated,  and  he  believed  any 
woman  of  ordinary  intelligence,  without  being  at  all  a  trained 
nurse,  should,  after  seeing  it  done  and  having  it  explained  to  her, 
have  no  difficulty  in  satisfactorily  carrying  it  out.  The  fresh  good 
colour  with  which  those  who  have  been  regularly  douched  get  up, 
in  contrast  with  the  yellowish,  drawn  look  so  often  seen  in  those 
who  have  not,  was  only  one  of  the  minor  evidences  in  favour  of 
the  course  recommended:  The  results  in  his  own  practice  have 
amply  justified  its  employment,  for  since  commencing  its  regular 
use  he  had  not  lost  a  case. 

Dr  Connel  thought  that  theoretically  they  were  all  agreed  that 
too  great  care  could  not  be  taken  in  the  matter  of  surgical  cleanli- 
ness, though  he  should  be  sorry  to  tliiuk  that  vaginal  douching 
was  to  be  held  a  necessity  in  every  case  during  the  puerperium. 
One  cause  mentioned  by  Dr  Eitchie,  but  not  dwelt  upon,  was 
insanitary  surroundings  as  leading  to  puerperal  mortality.  He 
thought  they  owed  more  to  this  cause  in  country  towns  than  to 
any  other,  though  he  was  glad  to  say  that  even  there,  people  were 
now  waking  up  to  the  necessity  of  having  thorougidy  efficient 
drainage  arrangements.  He  was  disposed  rather  to  favour  the 
American  plan  of  setting  the  patient  up  after  the  fourth  day, 
supported  in  bed,  with  the  feet  over  it,  in  order  to  promote  flow 
of  tlie  lochia  from  the  uterus  and  vagina.  He  made  a  })lentiful 
use  of  sublimated  vaseline  for  hands  and  instruments,  nnd  found 
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that  precaution  sulficient.     Of  course,  in  case  of  offensive  odour 
or  rise  of  temperature  the  douche  might  be  essential. 

Dr  Spence,  Burntisland,  while  agreeing  with  all  that  had  been 
said  as  regards  its  routine  use  in  hospitals,  would  be  sorry  that  it 
should  uet  abroad  that  the  omission  of  vaiiinal  duuchin<f  was  a 
neglect  of  duty  on  the  part  of  the  doctor.  He  had  had  experience 
of  this  statement  being  made  by  a  nurse  who  casually  came  in  the 
■way  of  a  patient,  with  resultant  blame.  It  was  impracticable  as  a 
routine  in  country  practice.  He  could  not  agree  with  Dr  Hunter 
that  any  ordinarily  intelligent  woman  could  be  entrusted  with  the 
operation.  He  trusted  to  strict  personal  asepsis  and  careful 
cleansing  of  instruments.  He  noticed  that  most  of  the  septic  cases 
he  had  seen  were  not  in  his  own,  but  in  the  practice  of  more  or 
less  qualified  midwives,  who  were  apt  to  neglect  precautions  of 
this  kind.  He  could  not,  as  a  country  practitioner,  support  its 
routine  use. 

Dr  Tliom,  Crieff,  thought  he  might  state  on  l)ehalf  of  those  who 
were  engaged  in  practice  in  the  provinces  the  results  of  his  experi- 
ence. It  was  that  there  was  no  necessity  for  making  vaginal 
doivching  a  routine  practice  after  delivery.  Very  many  of  them 
cou\  d  say,  like  a  former  speaker,  that  their  record  of  mortality  in  puer- 
peri\  cases  was  nil.  In  maternity  hospitals  elements  occurred  which 
did  i\ot  appear  in  general  practice.  He  was  quite  of  opinion  that 
in  sin\^ple  uncomplicated  cases  the  uterus  and  the  vagina  also  were 
perfec^^y  capable,  by  the  power  inherent  in  their  tissues,  of  getting 
^U  their  own  post-partum  secretions,  wliich  in  healthy  women 
V'ocuous ;  and  they  should  regard  it  as  a  shame,  and  highly 
to  be  the  means  of  introducing  anything  septic.  The 
as  not  a  rigid  tube,  but  possessed  the  power  of  mechanico- 
.on,  and  did  not  depend  upon  gravitation  alone  for  removal 
ntents.  He  had  no  hesitation  in  using  the  douche,  however, 
lanipulative  interference  was  necessary,  whether  by  instru- 
31  the  hand. 

T^  President  said  that  this  was  one  of  the  most  interesting 
disc/  iions  which  had  taken  place  since  he  had  joined  the 
Obs'Lv,:rical  Society.  He  was  not  aware  that  they  had  ever  had 
such  a  large  gathering  of  the  Fellows,  and  the  varied  character  of 
the  discussion  made  it  of  peculiar  value.  A  special  feature  had 
been  the  expression  of  opinion  on  the  part  of  the  country  members, 
embodying,  as  it  did,  the  results  of  extensive  practical  experience. 
Tlie  discussions  in  the  Society  were  apt  to  be  too  rigidly  scientific, 
and  they  welcomed  all  the  more  one  like  this  of  practical  utility, 
and  the  contributions  of  those  who  looked  at  things  from  the 
practical  standpoint.  The  question  under  discussion  was  many- 
sided,  and  one  on  which  there  would  be  naturally  divergence  of 
o])inion.     Personally  he  inclined  to  the  opinion  expressed  by  Dr 
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Crooni,  who  was  in  favour  of  systematic  vaginal  douching.  There 
was  one  argument  for  it  wiiich  had  not  been  brought  forward. 
All  intlamniatory  affections  in  the  puerperium  were  septic  in 
origin, — for  example,  a  localized  cellulitis  from  a  torn  cervix.  He 
believed  that  these  were  less  frequent  since  vaginal  douching  was 
employed,  wliich  aimed  at  treating  the  torn  cervix  as  we  would 
any  raw  surface  which  we  washed  daily  with  an  antiseptic,  because 
it  was  not  healing  by  first  intention.  The  general  opinion  of  the 
Society  was,  however,  decidedly  against  recommeiuling  vaginal 
douching  as  a  routine  practice  during  the  puerperium, — that  is  to 
say,  that  we  were  not  to  regard  it  as  necessarily  a  part  of  antiseptic 
midwifery.  He  regretted  if  it  was  the  case,  as  Dr  Carmichael  had 
mentioned,  that  the  Edinburgh  Maternity  nurses  made  no 
distinction  between  what  was  done  in  hospital  and  what  was 
necessary  in  private  practice,  where  their  first  duty  was  to  carry 
out  tiie  instructions  of  the  physician  who  was  responsible  for  his 
patient.  In  closing  the  discussion  he  thanked  the  country 
members  for  the  way  in  which  they  had  availed  themselves  of  the 
change  of  hour  so  as  to  be  present  on  this  occasion,  and  expressed 
the  hope  that  this  would  be  only  the  first  of  many  similar 
gatherings.  

After  the  discussion  the  Fellows  dined  together  as  guests  of  the 
President,  and  a  most  enjoyable  evening  was  spent. 


XII.  REPORT  OP  THE  EDINBURGH  ROYAL  MATERNITY 
AND  SIMPSON  MEMORIAL  HOSPITAL  for  the  Quarter 
ENDING  31sT  July  1893. 

By  Reginald  0.  Petrie,  M.A.,  M.B.,  CM.,  and  James  L.  Thompson, 

M.B.,  CM. 

Intern  Cases. 

During  the  quarter  85  women  were  delivered  in  the  Hospital, 
of  whom  34  were  primiparse  and  51  raultipar?e. 

Frimiparce,  34 — 

(a.)  Age. — Youngest,  16  years;  oldest,  39  years;  average,  24 
years  3  months. 

(6.)  Presentation. — Vertex,  32  ;  brow,  2  ;  transverse,  1. 

(c.)  Position.— VerteK:  24  L.O.A.,  7  R.O.A.,  1  Pt.O.P.  Trans- 
verse :  1  right  cephalo-iliac  dorso-posterior. 

(d.)  Duration  of  Lahour. — First  stage :  maximum,  57  h.  45  ra.  ; 
minimum,  4  h.  30  m. ;  average,  19  h.  11  m.  Second  stage: 
maximum,  3  h.  55  m. ;  minimum,  15  m. ;  average,  1  li.  19  m.     Third 
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stage:  maximum,  40  m. ;  minimum,  5  m. ;  average,  21  m.  Whole 
labour:  maximum,  59  h.  45  m. ;  minimum,  5  li.  45  m. ;  average, 
20  h.  51  m. 

(e.)  Classification  of  Labours. — Natural,  14;  laborious,  15;  prteter- 
natural,  1 ;  complex,  2 ;  abortions,  2. 

(/.)  Infants,  36.     Male,  20  ;  female,  16. 

(g.)  Weight  of  Full- term  Child. — Male:  maximum,  7  lbs.  11  oz. ; 
minimum,  6  lbs. ;  average,  7  lbs.  Female  :  maximum,  8  lbs.  2  oz. ; 
minimum,  6  lbs.  6  oz. ;  average,  7  lbs.  3  oz. 

{h.)  Length  of  Full-term  Child. — Male :  maximum,  22^  in. ; 
minimum,  18  in. ;  average,  20'4  in.  Female  :  maximum,  22  in. ; 
minimum,  11^  in. ;  average,  207  in. 

{%.)  Weight  of  Placenta. — Male  :  maximum,  1  lb.  12  oz. ; 
minimum,  1  lb.;  average,  1  lb.  5  oz.  Female:  maximum,  2  lbs.; 
minimum,  1  lb.  4  oz. ;  average,  1  lb.  9  oz. 

(h)  Length  of  Cord. — Male  :  maximum,  32|  in.  ;  minimum, 
19  in.;  average,  24'9  inches.  Female:  maximum,  33  in.; 
minimum,  18  in. ;  average,  26  in. 

Multipara:,  51 — 

These  comprised  29  ii.-parae,  7  iii.- parse,  1  iv.-para,  4  v.-paroe, 
2  vi. -parte,  2  vii.-para:',  2  viii.-parae,  3  ix. -parte,  1  xiii.-para. 

{a.)  Age. — Youngest,  18  years;  oldest,  42  years;  average,  27 
years  8  months. 

(&.)  Presentation. — Vertex,  45  ;  breech,  3  ;  transverse,  1. 

(c.)  Position.— SS  L.O.A.,  2  E.O.P.,  4  Pt.O.A.,  1  L.O.P.,  3  sacro- 
Iseva  anterior,  1  left  cephalo-iliac  dorso-posterior. 

(d.)  Duration  of  Lahoicr. — First  stage  :  maximum,  41  h.  ; 
minimum,  1  h.  55  m. ;  average,  9  h.  20  m.  Second  stage : 
maximum,  2  h.  25  m. ;  minimum,  5  m. ;  average,  36  ni.  Third 
stage:  maximum,  70  m. ;  minimum,  3  m. ;  average,  20  m.  Whole 
labour:  maximum,  41  h.  30  m. ;  minimum,  2  h.  20  m. ;  average, 
10  h.  16  m. 

(e.)  Classification  of  Labours. — Natural,  33  ;  laborious,  9  ;  pneter- 
natural,  2  ;  complex,  3  ;  abortions,  4. 

(/.)  Lnfants,  47.     Male,  15  ;  female,  32. 

(g.)  Weight  of  Full-term  Child. — Male:  maximum,  9  lbs.  15  oz. ; 
minimum,  5  lbs.  11  oz. ;  average,  7  lbs.  8  oz.  Female:  maximum, 
9  lbs.  11  oz. ;  minimum,  5  lbs.  3  oz. ;  average,  7  lbs.  1  oz. 

(h.)  Length  of  Full-term  Child.— MAe:  maximum,  22  in.; 
minimum,  19  in.;  average,  20-3  in.  Female:  maximum,  22  in.; 
minimum,  19  in. ;  average,  205  in. 

{i.)  Weight  of  Placenta. —Male:  maximum,  2  lbs.  8  oz. ;  minimum, 
1  lb.  2  oz. ;  averao;e,  1  lb.  9  oz.  Female  :  maximum,  1  lb.  13  oz.  ; 
minimum,  1  lb. ;  average,  1  lb.  G  oz. 

(A-.)  Length  of  Cord. — Male  :  maximum,  34  in. ;  minimum,  17  in. ; 
average,  25-7  in.  Female:  maximum,  :]7  in. ;  mininnim,  li'.J^  in.; 
average,  23"8  in. 
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Labours : — 

Laborious,  24.  {a)  Lingering,  10 ;  in  five  of  wliich  there  was 
])rciuature  rupture  of  the  membranes,  and  one  was  a  case  of  pre- 
mature hibour  where  the  uterine  contractions  had  been  going  on 
irregidarly  for  some  time  previous  to  admission  to  hospital.  (6.) 
Instrumental,  14  (forceps,  lo  cases;  craniotomy,  1  case).  Forceps 
were  applied  in  three  cases  of  primi parte  over  35  years  of  age  in 
whom  birth  at  the  outlet  was  delayed  ;  in  two  cases  of  justo-minor 
pelves  ;  and  in  one  case  of  masculine  pelvis.  Forceps  were  applied, 
once  for  backward  rotation  of  the  occiput  in  an  occipito-posterior 
case,  once  when  labour  was  delayed  owing  to  large  size  of  child, 
once  at  the  brim  where  the  second  child  in  a  case  of  twins  presented 
by  the  brow,  and  four  times  in  delay  at  the  outlet  with  threatened 
inertia  uteri. 

Prmtcrnatural,  3.  Two  were  breech  presentations,  the  position 
in  both  being  sacro-lajva  anterior,  and  one  was  a  brow  presentation 
which  terminated  without  interference. 

Complex,  5.  Two  cases  of  twins ;  two  cases  of  retained  mem- 
branes,— in  one  of  these  labour  was  premature  and  there  was  some 
ditiiculty  in  getting  the  placenta  and  membranes  away ;  in  the 
other  case  labour  was  precipitate,  and  on  examining  the  placenta, 
which  was  expelled  almost  immediately  after  the  child,  it  was 
found  that  the  membranes  had  been  torn  and  a  portion  had  been 
retained  in  the  uterus.  One  case  of  secondary  post-partum  hemor- 
rhage ;  the  bleeding  commenced  about  four  hours  after  the  comple- 
tion of  labour,  and  was  readily  controlled  by  uterine  compression 
and  the  use  of  the  hot  douche. 

Abortions,  6.  Two  at  the  second  month  ;  one  at  four  and  a  half 
months;  one  at  the  third  month;  one  at  the  fourth  month;  and 
one  at  the  fifth  month. 

Two  cases  are  of  special  interest : — 

Craniotomy  for  Contracted  Pelvis. 

B.  M.,  pet.  29,  primipara,  pale  and  weakly-looking.  Pelvis : 
intercristal  diameter,  lOi  in. ;  interspinous,  9;^  in. ;  external  con- 
jugate, 7  in.  Patient  was  admitted  on  May  ord.  On  abdominal 
examination  a  living  child  was  made  out,  head  presenting  in  the 
L.O.A.  position.  On  vaginal  examination  the  os  was  found  to  be 
tlie  size  of  sixpence.  There  were  weak  and  infrequent  uterine 
contractions.  The  pains,  however,  passed  off,  and  the  patient 
went  out  on  May  6th.  She  returned  again  on  May  8th  at 
4.30  P.M.,  uterine  contractions  })aving  lieen  re-established.  The 
membranes  ruptured  with  the  onset  of  these  pains.  On  abdominal 
examination  the  foetal  heart  could  not  now  be  heard.  On  vaginal 
examination  the  os  was  the  size  of  a  shilling,  and  through  it  the 
bones  of  the  foetal  skull  felt  soft  and  yielding.  A  light  yellowish 
discharge  came  away  on  the  examining  fingers.    The  child  was  diag- 
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nosed  to  be  dead.  The  patient  received  half  a  grain  of  opiurn  at 
5.10  P.xM.,  5.45  P.M.,  and  6.20  p.m.  At  10  a.m.  the  following  morning 
the  OS  was  the  size  of  a  crown  piece.  Patient  was  then  chloro- 
formed and  digital  dilatation  tried,  but  to  no  purpose.  Dr 
Underbill  was  called,  and  he  ordered  a  tight  abdominal  binder  and 
warm  vaginal  douches,  which  she  received  at  2  p.m.,  4  p.m.,  and 
6  P.M.  At  8  p.m.,  on  vaginal  examination  the  os  was  still  not  fully 
dilated,  and  the  head  making  no  advancement.  The  bones  of  the 
skull  were  very  soft  and  yielding.  The  patient  was  becoming 
very  exhausted.  Dr  Underbill  was  sent  for  at  8.30  P.M.  Seeing 
that  the  child  was  dead  he  resolved  to  perform  craniotomy.  First 
of  all  the  skull  was  perforated,  and  then  the  cranioclast  used  for 
extraction.  The  head  was  delivered  after  some  difficulty.  A 
strong  piece  of  tape  was  then  tied  round  the  child's  neck  and  a 
blunt  hook  passed  and  fixed  under  one  of  the  shoulders.  By 
steady  traction  the  child  (a  female)  was  delivered  at  9.45  P.M.  The 
patient  had  an  uninterrupted  recovery. 

Twins:  Alhaminuria. 

J.  C,  aet.  18,  primipara.  Admitted  in  labour  on  June  23rd,  and 
confined  the  following  morning.  Sliort,  slightly  built,  face  pale, 
puffy,  and  pasty.  Great  cedema  of  the  lower  limbs,  the  skin  being 
tense  and  shining.  Abdominal  tumour  prominent,  abdominal  walls 
markedly  oedematous,  and  skin  much  fissured ;  arms  and  hands 
swollen,  and  pitted  on  pressure.  Examination  by  palpation  and 
auscultation  gave  nothing  satisfactory  as  to  contents  of  the  uterus, 
owing  to  the  great  thickness  of  the  abdominal  walls.  Per  vaginam 
it  was  found  that  the  cavity  of  the  pelvis  was  roomy,  cervix  taken 
up  and  dilatation  of  the  os  in  progress,  membranes  bulged  during 
pain,  head  felt  presenting.  Some  urine  was  obtained,  and  was  found 
to  contain  seven  grains  of  albumen  per  ounce.  There  was  no  blood 
nor  casts.  Labour  went  on  satisfactorily.  The  first  stage  lasted 
eight  hours,  and  sixty-five  minutes  after  full  dilatation  of  the  os 
the  first  child  was  born.  On  making  a  vaginal  examination  a 
second  head  was  felt  presenting  by  the  brow,  with  the  cord 
prolajised.  The  cord  was  replaced,  but  could  not  be  retained  in 
position,  so  forceps  were  applied  and  delivery  hurried.  The  chihl, 
which  was  small  and  puny,  was  still-born,  and  all  efforts  at 
resuscitation  failed.  The  third  stage  lasted  five  minutes.  There 
was  no  subsequent  haemorrhage,  the  uterus  contracting  firmly. 
Patient  had  a  good  puerperium.  She  was  placed  on  a  milk  diet, 
and  given  a  mixture  containing  digitalis  and  acetate  of  potash,  and 
her  bowels  kept  freely  moved  with  Henry's  solution.  On  the  third 
day  after  delivery  the  albumen  in  her  urine  had  fallen  to  one  grain 
per  ounce,  and  at  the  end  of  a  week  had  entirely  disappeared. 
The  oedema  rapidly  subsided,  and  ten  days  after  delivery  the 
patient's  tissues  had  apparently  regained  their  normal  condition. 
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Intern  Cases. — Mortality:  Maternal,  0;  infantile,  3;  foetal,  11. 

Infantile. — Two  were  twins  born  prematurely,  and  which  died 
soon  after  delivery.  The  other  deaUi  occurred  nine  hours  after 
birth,  and  on  examination  the  skull  bones  \vere  found  to  be  very 
imperfectly  ossilied. 

Foital. — Six  were  in  the  cases  of  abortion.  Two  were  premature 
at  the  seven  and  a  half  month.  One  was  a  case  of  craniotomy. 
One,  though  well  developed,  was  still-born  after  a  prolonged  first 
stage,  and  one  was  the  second  child  iu  a  case  of  twins. 

Extern  Cases. 

During  the  quarter  118  women  were  attended  at  their  own 
homes.     Of  these  16  were  primiparse  and  102  multipara. 

The  multipara3  comprised — 15  ii. -parse,  15  iii.-parse,  18  iv.-para3, 
9  v.-parse,  13  vi.-par?e,  6  vii. -parse,  13  viii. -parse,  2  ix.-parse,  4  x.- 
parse,  5  xi. -parse,  1  xii.-para,  1  xiii.-para. 

Classification  of  Lahours. — Natural,  97 ;  laborious,  8  (lingering, 
1 ;  instrumental,  7) ;  prseternatural,  3  ;  complex,  8  ;  abortions,  2. 

Presentations. — Cephalic-vertex,  113;  pelvic-breech,  6. 

Positions.— \j.O. A.,  105  ;  E.O.A.,  6  ;  E.O.P.,  1 ;  L.O.P.,  1 ;  sacro- 
l.Tva  anterior,  6. 

Lahours  : — 

Laborious,  8.  Of  these  seven  were  instrumental  (forceps)  and 
one  lingering.  The  indications  for  the  use  of  the  forceps  were  in 
five  cases  inertia  uteri,  in  one  case  justo-minor  pelvis,  and  in  one 
case  large  size  of  child. 

Preternatural,  3.  These  were  all  breech  presentations.  In  one 
case  the  child  was  resuscitated  with  difficulty,  and  died  on  the 
evening  after  delivery. 

Complex,  8.  One  case  of  lateral  placenta  prsevia.  Three  cases 
of  twins,  in  each  of  which  there  was  a  head  and  breech  presenta- 
tion. Two  cases  of  accidental  hsemorrhage,  and  two  cases  of 
retained  membranes ;  in  both  a  portion  of  the  membranes  had 
been  torn  off  during  expulsion. 

Ahortions,  2.  In  both  cases  abortion  took  place  about  the  third 
month.  In  one  case  the  placenta  and  membranes  had  to  be 
scraped  from  the  uterine  wall  with  the  fingers. 

Sex. — Males,  54  ;  females,  64. 

Mortality. — Maternal,  none ;  infantile,  2.  One  died  on  the 
evening  of  delivery  ;  it  had  been  resuscitated  with  difficulty.  The 
other  died  on  the  third  day  from  bronchitis. 

Fatal,  9.  One  was  putrid;  eight  still-born.  Of  these  latter 
four  were  in  lireech  presentations,  one  premature  at  the  sixth 
month,  one  lateral  placenta  prsevia  at  the  eighth  month,  and  in 
two  the  cause  was  unknown. 

The  only  case  of  interest  was  one  of 
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Lateral  Placenta  Prcevia. 

Mrs  G.,  set.  43,  xii.-para.  The  patient  first  menstruated  between 
13  and  14  years  of  age.  She  had  her  first  child  at  22  and 
then  had  children  at  intervals  of  eighteen  months.  The  youngest 
living  child  was  five  years  old.  Two  years  after  the  birtli  of 
her  last  child  she  had  a  miscarriage  and  was  about  two  months 
gone.  She  cannot  remember  if  she  menstruated  after  the  abor- 
tion, but  she  aborted  again  in  two  months'  time.  She  was  always 
a  healthy  woman  till  the  birth  of  the  last  child.  Since  then 
she  has  been  weak,  and  complained  of  pain  in  the  back.  She 
she  never  had  any  intermenstrual  pain.  She  had  a  downbearing 
feeling  and  felt  unfit  for  work.  She  tliought  she  felt  stirrage  in 
November.  On  April  29th  some  waters  came  away,  but  no  pain 
present.  Early  on  the  following  morning  blood  appeared,  and 
after  that  the  flow  was  steady  and  profuse.  She  sent  to  the 
Maternity  Hospital  on  the  following  day,  and  was  seen  by  a 
student,  who  sent  for  the  house-surgeons.  No  foetal  movements 
were  felt ;  no  heart  sounds  audible.  She  seemed  about  eight 
months  pregnant.  On  vaginal  examination  the  os  was  high  up 
and  difficult  to  reach,  and  admitted  the  tip  of  the  finger.  The 
placenta  was  found  laterally  placed.  Blood  was  coming  away 
somewhat  profusely,  but  no  pains  present.  The  patient  looked 
ansemic  and  collapsed.  After  a  vaginal  douche  had  been  given  the 
vagina  was  tightly  plugged  with  pledgets  of  cotton  wool.  Ether 
was  administered,  and  the  patient  rallied  considerably.  Dr  Milne 
Murray  was  called  five  hours  later.  The  vaginal  plug  was 
removed,  and  it  was  found  that  the  hgemorrhage  had  been  very 
slight.  The  os  had  now  dilated  to  the  size  of  a  crown  piece.  Dr 
Murray  turned,  and  brought  down  a  foot.  The  child  was  born 
shortly  afterwards,  but  was  dead.  The  placenta  and  membranes 
were  removed  by  expression,  and  the  uterus  contracted  firmly. 
There  was  no  post-partum  haemorrhage.  Tlie  patient's  temperature 
was  above  100°  Ealir,  for  the  first  two  days  of  the  puerperium,  but 
on  the  third  it  fell  to  normal,  and  she  made  a  perfect  recovery. 
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Abortion  sac,  47,  51. 
Achondroplasiac  dwarf,  photographs  of, 

48. 
Albunioses    in    the    amniotic     fluid, 

presence  of,  151. 
AUantoido-angiopagous  twins,  41,  61, 

73. 
Aniorphus,  the  foetus,  61,  73. 
Anencephalic  ftetus,  21,  22,  82,  109. 
Anidean  fcetus,  41,  61. 

Ballantyne,  Dr  J.  W.,  on  Dr  Felkin's 
paper,  16  ;  on  Dr  Brewis's  paper,  18  ; 
shows  a  foetus  papjTaceus  or  com- 
pressus,  21  ;  shows  photographs  of  an 
anencephalic  foetus,  22 ;  on  the  re- 
lation of  influenza  to  gynecological, 
obstetrical,  and  pediatric  cases,  33  ; 
on     allantoido-angiopagous     twins, 
description  of  an  anidean  fcetus,  41  ; 
shows  foetus  with  general   dropsy, 
48  ;  shows  foetus  with  imperforate 
anus  and   exen  cephalic  fcetus,   49 ; 
shows  a  pseudencephalic  foetus,  50  ; 
shows  abortion  ^nth   arrested   em- 
bryo, 51  ;    on  Dr   Ritchie's   paper, 
60  ;    shows    foetus   with    sympodia 
and   hydrocephalus,  82  ;  communi- 
cates paper  by  Dr  Jennings,   105 ; 
on  Dr  Jenning's  paper,  106  ;  shows 
fcetus  with  exomphalos  and  a  large 
sacral     meningocele,     106 ;     shows 
frozen  section  of  pelvis  of  a  female 
monkey,  107  ;  shows  a  foetus  with 
so-called  caudal  appendage  and  other 
deformities,  and  a  large   still-born 
infant    with    intra-cranial    haemor- 
rhages, 108  ;  shows  a  large  placenta 
from  a  case  of  hydramnios,  and  a 
fcetus  with  anencephalus  and  spina 
bifida,    109  ;    on   a   case   in   which 
premature  labour  was  induced  for 
contracted    pelvis,    126 ;    shows    a 
specimen   of  monochorionic   twins, 
154 ;  shows  a  fcetus  with  a  goitre- 
like  swelling   of  the   neck,  and   a 
de<id-born  infant,  155  ;  shows  Lycos- 


thenes'  work  on  monsters,  173  ; 
communicates  paper  by  Dr  G. 
Coromilas,  180. 

Barbour,  Dr  A.  H.  F.,  on  a  case  of 
double  rupture  of  the  membranes, 
24  ;  on  a  case  of  unusual  position 
of  the  promontory  mark  on  the 
foetal  head,  25  ;  on  Dr  Haultain's 
paper,  33  ;  on  Dr  Ballantyne's  paper, 
52  ;  on  Dr  Ritchie's  paper,  60  ;  on 
Dr  Hart's  paper,  93  ;  communicates 
paper  by  Dr  Moss,  94 ;  on  Dr 
Moss's  paper,  102  ;  on  papers  by  Drs 
Haultain  and  Murray,  123  ;  on 
extra-uterine  gestation  simulating 
retroversion  of  the  gravid  uterus, 
156  ;  on  Prof.  Simpson's  paper,  168  ; 
on  Dr  Brewis's  paper,  177  ;  on  anti- 
septic douching  in  the  puerperium, 
201. 

Bell,  Dr  B.  D.  C,  on  case  of  retained 
menses  with  perforation  of  the 
bladder,  181. 

Bladder,  prolapse  of,  during  pregnancy 
and  parturition,  55. 

Brewis,  Dr  N.  T.,  on  a  case  of  vesico- 
rectal fistula,  17  ;  shows  example  of 
supposed  tubal  gestation,  19  ;  shows 
decidual  casts,  a  small  ovarian 
tumour,  two  examples  of  pyosalpinx, 
one  of  hsematosalpinx,  one  of  cystic 
disease  of  the  ovary,  and  a  vaginal 
cyst,  21  ;  shows  a  gangrenous 
ovarian  cyst,  and  a  Gartner's  duct, 
156;  on  Dr  Barbour's  paper,  161  ; 
on  Prof.  Simpson's  paper,  168  ;  on 
the  inspection  of  the  female  bladder 
and  urethra  with  special  reference 
to  Dr  Howard  Kelly's  method,  173  ; 
shows  fibroid  uterus  and  placenta 
removed  by  hysterectomy,  181  ;  on 
a  case  of  hysterectomy  during  preg- 
nancy, 185. 

Carmicliael,  Dr  James,  on  antiseptic 
vaginal  douching  in  the  puerperium, 
196. 
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Cauilal  appondiii^'e,  ftetus  with,  108. 
Champetier  de  llibes's  bag,  dilatation 

of  the  cervix  by,  25,  126. 
Church,  Ur,  on  Dr  Felkin's  paper,  16. 
Clark,   i)r  Aitken,  shows  a  specimen 

oi"  intussusception  of  the  ileum,  154. 
Classification,  pathological,  of  diseases 

of  women,  82. 
Connel,  Dr  J.,  on  antiseptic  douching 

in  the  piieri)erium,  200. 
Contracted   pelvis,   premature  labour 

for,  126. 
Coromilas,    Dr    G.,    on    the    ancient 

Greek    authors    and     intra-uterine 

injections,  180. 
Cranial  depressions  of  the   new-born 

infant,  105. 
Croom,  Dr  J.  H.,  on  Prof.  Simpson's 

paper,  168  ;  on  the  causation  of  the 

sacculated  pregnant  uterus,  169  ;  on 

antiseptic  vaginal  douching  in  the 

puerperium,  190. 
Curatulo,  Dr  G.  E.,  on  the  third  stage 

of  labour,  13a. 
Cyllosomatous  foetus,  21. 
Cyst,  vaginal,  21  ;  dermoid,  82  ;  broad 

ligament,  186. 
Cystic   disease  of  the   ovary,  21,  82, 

109,  156. 

Decidual  cast,  21,  180;  microscopic 
sections  of,  21. 

Dermoid  ovarian  cystoma,  82. 

Dilatation  of  the  cervix  by  Champetier 
de  Ribes's  bag,  25. 

Discussion  on  influenza  in  relation 
to  obstetrical,  gynecological,  and 
pediatric  cases,  52 ;  on  antiseptic 
vaginal  douching  in  the  puerperium, 
190. 

Diseases  of  women,  pathological  classi- 
fication of,  82. 

Electrical  treatment  of  uterine  fibroids, 

110,  118. 

Embryo,  arrested  development  of,  51. 
Epidemic  of  religious  mania,  183. 
Exencephalic  foetus,  49. 
Exomphalic  foetus,  82,  103,  106. 
Extra-uterine  gestation,  94,  156,  181. 

Felkin,  Dr  R.  W.,  on  the  administra- 
tion of  organic  extracts,  10;  on  Dr 
Ballantyne's  paper,  54  ;  shows  cast 
of  uterus,  180. 

Ferguson,  Dr  (of  Perth),  on  Dr  Bar- 
bour's paper,  161. 

Ferguson,  Dr  J.  Haig,  on  Dr  Hart's 
paper,  93;  on  papers  by  Drs  Haul- 


tain  and  Milne  Murray,  124  ;  on  a 
broad  liganient  cyst  removed  by 
enucleation,  186. 

Fibroid  uterus  and  placenta,  181. 

Fibroids,  electrical  treatment  of,  110, 
118. 

Fcetus,  cyllosomatous,  21  ;  anence- 
phalic,  21  ;  papyraceus  or  compres- 
sus,  21  ;  anencephalic,  22  ;  anidean, 
41  ;  with  general  dropsy,  48  ;  with 
imperforate  anus,  49  ;  exencephalic, 
49  ;  pseudencephalic,  50  ;  amorphus 
anideus,  61  ;  amorphus  mylace- 
phalus,  73  ;  exomphalic,  82  ;  anen- 
cephalic, 82  ;  hydrocephalic,  82  ; 
with  sympodia  and  hydrocephalus, 
82  ;  exomphalic,  103  ;  with  exom- 
phalosandalarge  sacral  meningocele, 
106  ;  with  so-called  caudal  append- 
age, 108  ;  anencej^halic,  109  ;  with 
goitre-like  swelling  of  the  neck,  155. 

Fothergill,  Dr,  shows  early  extra- 
uterine gestation  and  small  par- 
ovarian cyst,  181. 

Frozen  section  of  pelvis  of  a  female 
monkey,  107. 

Gartner's  duct,  156. 

General  dropsy,  foetus  with,  48. 

Gestation,  tubal,  19  ;  extra-uterine,  94, 
156,  181. 

Gillespie,  Dr  A.  L.,  on  the  presence 
of  different  albumoses  in  the  amni- 
otic fluid,  151. 

Glycerine,  intra-uterine  injections,  126. 

Goitre-like  swelling  of  neck  in  a  foetus, 
155. 

Haematosalpinx,  a  case  of,  21. 

Haemorrhages,  intra-cranial,  in  a  large 
infant,  108. 

Hart,  Dr  D.  B.,  shows  photographs  of 
achondroplasiac  dwarf,  48  ;  on  the 
pathological  classification  of  diseases 
of  women,  82  ;  on  papers  by  Drs 
Haultain  and  Milne  Murray,  123  ; 
shows  a  suppurating  kidney,  ovarian 
tumour,  and  two  fleshy  moles,  154  ; 
on  a  simple  means  of  recording  and 
indexing  medical  literature,  179. 

Haultain,  Dr  F.  W.  N.,  shows  a 
cyllosomatous  foetus  and  an  anen- 
cephalic foetus,  21  ;  on  dilatation  of 
the  cervix  by  Champetier  de  Ribes's 
Ijag,  28  ;  on  Dr  Ballantyne's  paper, 
53  ;  shows  cystic  ovary,  82  ;  on  Dr 
Hart's  paper,  93  ;  on  the  electrical 
treatment  of  uterine  fibroids  and 
subinvolution,  110;  on  Dr  Ballan- 
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tyne's  paper,  133  ;  on    Dr  Brewis's 

paper,  178. 
Havelock,  Dr  J.  G.,  on  an  epidemic  of 

religious  mania  originating  from  a 

case  of  spurious  pregnancy,  183. 
Headache,  menstrual,  188. 
Hunter,   Dr  George,  on  Dr   Felkin's 

paper,  15  ;   on  antiseptic  douching 

in  the  puerperium,  199. 
Hydramnios,     case     of,     with     large 

placenta,  109. 
Hydrocephalic  fostus,  82. 
Hysterectomy,  fibroid  uterus  removed 

"by,  181,  185. 

Imperforate  anus,  foetus  with,  49. 
Infant,  new-born,  cranial  depressions 

of,  105  ;  with  intra-cranial  hsemor- 

rhages,  108  ;  dead-born,  155. 
Influenza,  relation  of,  to  gynecological, 

obstetrical,     and     pediatric     cases, 

33. 
Injections,  intra-uterine,  and   ancient 

Greek  authors,  180. 
Inspection    of    female    bladder     and 

urethra,  173. 
Intussusception  of  the  ileum,  specimen 

of,  154. 

Jennings,  Dr  D.  D.,  on  the  operative 
treatment  of  cranial  depressions  of 
the  new-born  infant,  105. 

Kelly's,  Dr  Howard,  method  of  in- 
specting bladder,  173. 
Kidney,  a  suppurating,  154. 

Labour,  third  stage  of,  133. 
Lycosthenes'  work  on  teratology,  173. 

Macvie,  Dr,  on  antiseptic  douching  in 
the  puerperium,  198. 

Martine,  Dr  W.,  on  antiseptic  douch- 
ing in  the  puerperium,  199. 

Maternity  report,  202. 

Medical  literature,  a  simple  means  of 
recording  and  indexing,  179. 

Membranes,  double  rupture  of,  24. 

Meningocele,  sacral,  foetus  with,  106. 

Menses,  retained,  with  perforation  of 
the  bladder,  181. 

Menstrual  lieadache,  treated  by  pre- 
menstrual venesection,  188. 

Monkey,  frozen  section  of  pelvis  of, 
107. 

Monochorionic  twins,  155. 

Morris,  Dr  Glanville,  on  a  case  of 
labour  with  exomphalos  of  the  I 
foetus,  103.  I 


Moss,  Dr  C.  F.  A.,  on  extra-uterine 
gestation,  94. 

Murray,  Dr  I\Iilne,  on  Dr  Felkin's 
paper,  1 5  ;  on  a  case  of  fibroid  tumour 
treated  with  electricity,  118. 

Mylacephalus,  the  foetus,  73. 

Nairne,  Dr  J.  S.,  shows  specimens 
illustrative  of  early  ovarian  and 
tubal  disease,  180. 

Oliphant,  Dr  E.  H.  L.,  on  Dr  Barbour's 
paper,  161  ;  on  a  case  of  occlusion 
of  the  vagina  obstructing  labour,  182. 

Organic  extracts,  the  administration 
of,  10. 

Ovarian  tumour,  21,  82,  154,  156,  162. 

Ovary,  cystic  disease  of,  21  ;  dermoid 
cystoma  of,  82  ;  cystic  disease  of, 
82,  109. 

Ovum,  three  months',  154. 

Papyraceus  foetus,  21. 

Parovarian  cyst,  181. 

Pedicle  torsion,  Herman  Freund's  law 
of,  162. 

Petrie,  Dr  R.  0.,  reads  Maternity 
report,  202. 

Placenta,  large,  in  hydramnios,  109. 

Pregnancy,  hysterectomy  during, 
185. 

Premature  labour  for  contracted  pelvis, 
126. 

Prolapse  of  the  bladder  during  preg- 
nancy and  parturition,  55. 

Promontory  mark  on  the  foetal  head, 
u^nusual  position  of,  25. 

Pseudencephalic  foetus,  50. 

Puerperium,  antiseptic  vaginal  douch- 
ing in,  190. 

Pyosalpinx,  two  cases  of,  21. 

Retained  menses  with  perforation  of 

bladder,  181. 
Retroversion    of   the    gravid    uterus, 

extra-uterine  gestation  simulating, 

156. 
Ritchie,  Dr  James,  on  Dr  Ballantyne's 

paper,  52  ;  on  prolapse  of  the  bladder 

during  pregnancy,  55  ;  on  antiseptic 

vaginal  douching  in  the  puerperium, 

192. 

Sacculated  pregnant  uterus,  on  the 
causation  of,  169. 

Simpson,  Prof.  A.  R.,  gives  valedictory 
address,  1  ;  on  Dr  Felkin's  paper, 
15  ;  on  Dr  Brewis'.s  paper,  19;  on 
Dr    Barbour's    paper,   25  ;    on    Dr 
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Haultain's  paper,  32  ;  shows  exom- 
plialic  fcctus,  fiLtus  with  anenceplialy 
and  spina  bitichi,  dermoid  ovarian 
cystoma,  and  hydrocephalic  icctns, 
82  ;  on  Dr  Hart's  paper,  92  ;  com- 
municates paper  by  Dr  ]\Iorris,  102  ; 
shows  cystic  tumour  of  left  ovary, 
1 09  ;  on  papers  by  Drs  Haul  tain  and 
Milne  Murray,  123  ;  shows  a  votive 
offering     representing    the    uterus, 

153  ;  shows  a  three  months'  ovum, 

154  ;  on  Dr  Barbour's  paper,  161  ; 
on  three  cases  illustrative  of  Herman 
Freund's  law  of  pedicle  torsion  in 
ovarian  tumours,  162  ;  on  Dr  Croom's 
paper,  173  ;  on  Dr  Brewis's  paper, 
177  ;  on  antiseptic  douching  in  the 
puerperium,  198. 

Spence,  Dr,  on  antiseptic  douching  in 
the  puerperium,  201. 

Spurious  pregnancy,  epidemic  of 
religious  mania  originating  from  a 
case  of,  183. 

Studies  in  foetal  pathology  and  tera- 
tology, 41,  61,  73. 

Subinvolution,  electrical  treatment  of, 
110. 

Sympodia,  foetus  with,  82. 

Thom,  Dr,  on  antiseptic  douching  in 
the  puerperium,  201. 


Thompson,  Dr  J.  L.,  reads  Maternity 

report,  202. 
Tubal  gestation,  example  of  supposed, 

19,  94. 
Twins,  allantoido-angiopagous,  41,  61, 

73  ;  monochorionic,  155. 

Uterus,  cast  of,  180. 

Vagina,  occlusion  of,  obstructing 
labour,  182. 

Vaginal  cyst,  21. 

Valedictory  address,  1. 

Venesection,  premenstrual,  in  treat- 
ment of  menstrual  headache,  188. 

Vermiform  appendix,  perforation  of, 
155. 

Vesico-rectal  fistula,  a  case  of,  17. 

Votive  offering  representing  the  uterus, 
153. 

Webster,  Dr  J.  C,  shov.'s  abortion  sac, 

47. 
Wright,  Dr  Fraser,  shows  a  specimen 

of    perforation    of    the    vermiform 

appendix,  155. 

Young,  Dr  R.  J.  E.,  on  a  case  of  severe 
menstrual  headache  successfully 
treated  by  premenstrual  venesection, 
188. 
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LAWS 


EDINBURGH  OBSTETRICAL  SOCIETY, 


INSTITUTED   IN   1840. 


I.  The  object  of  the  Edinburgh  Obstetrical  Society  is  to 
advance  the  knowledge  of  Obstetrics,  Gynecology,  and  the 
Diseases  of  Children,  by  holding  Meetings  for  the  purpose  of 
receiving  Communications  on,  and  for  the  discussion  of  sub- 
jects connected  with  these  branches  of  Medical  Science.  It  is 
expected,  therefore,  that  the  Fellows  will  communicate  any 
interesting  cases,  and  exhibit  to  the  Society  any  important 
morbid  specimens  in  these  departments  which  may  come 
under  their  notice.  The  proceedings  of  the  Society  shall  be 
strictly  confidential. 

II.  The  Society  shall  be  composed  of  Honorary,  Correspond- 
ing, and  Ordinary  Fellow-s,  who  must  be  duly  registered 
Practitioners.  Ordinary  Fellows  not  resident  in  Edinburgh 
may  be  enrolled  among  the  Corresponding  Fellows. 

III.  The  Society  shall  be  managed  by  a  Council,  consisting 
of  the  President,  two  Vice-Presidents,  Treasurer,  Librarian, 
two  Secretaries,  an  Editor  of  Transactions,  and  eight  Ordinary 
Fellows. 


IV.  The  Society  shall  meet  monthly  or  bi-monthly  during 
the  Session,  tlie  time  of  meeting  being  Eight  p.m.  ;  but 
Extraordinary  Meetings  may  be  called  by  the  Council. 

V.  Practitioners  and  Students  of  Medicine  may  be  admitted, 
on  the  introduction  of  a  Fellow,  during  Public  Business,  to  any 
Meeting  of  the  Society. 

VI.  The  Election  of  Office-Bearers  shall  take  place  at  the 
first  Meeting  of  each  Session.  Their  term  of  office  shall  be 
for  two  years ;  and,  with  the  exception  of  the  Treasurer, 
Librarian,  Secretaries,  and  Editor  of  Transactions,  they  shall 
not  be  eligible  for  re-election  for  two  years  for  the  particular 
office  they  have  held.  The  Senior  Vice-President  and  the  four 
Councillors  highest  on  the  list  shall  retire  annually.  The 
elections  shall  be  conducted  by  voting  papers.  Previous  to 
the  election  the  Council  shall  draw  up  a  list  of  the  Fellows 
whom  they  suggest  to  the  Society  for  election  as  Office-Bearers. 
This  list  shall  be  printed  on  a  separate  paper  and  issued  with 
the  billet  of  the  Election  Meeting.  Fellows  are  not  necessarily 
expected  to  adhere  to  the  names  on  the  paper,  but  may 
substitute  and  propose  any  others  they  think  fit. 

VII.  The  Council  shall  regulate  the  business  of  the  Society, 
and  shall  prepare,  with  the  consent  of  the  authors,  such 
abstracts  of  the  proceedings  of  the  Society  as  it  may  be 
desirable  to  publish.  It  shall  also  draw  up  a  series  of 
questions,  one  of  which  shall  be  announced  for  discussion  in 
the  billets  of  any  evening  when  there  is  a  deficiency  of 
Comnmnications. 

VIII.  Each  Communication  read  to  tlie  Society,  or  a 
summary  of  it,  at  the  discretion  of  the  author,  shall  be 
furnished  to  the  Society  at  the  time  of  reading,  for 
publication  along  with  the  discussion. 

IX.  When  any  Communication  has  been  twice  entered  in 
the  billet  without  having  been  read,  or  a  sufficient  apology 


sent  in,  the  Secretary  shall  refuse  admission  of  the  same  to  the 
billet  for  at  least  two  months. 

X.  The  President  shall  keep  order  in  the  Meetings,  and 
shall  have  a  deliberative  as  well  as  a  casting  vote.  He  shall 
always  be  addressed  at  the  Meetings  by  the  speaker. 

XL  The  Secretaries  shall  keep  a  regular  record  of  what 
takes  place  at  the  Meetings,  and  shall  draw  up  a  minute  of 
the  proceedings,  which  shall  be  submitted  for  approval  at  a 
subsequent  Meeting. 

XTI.  The  Treasurer  shall  be  accountable  for  all  the  moneys 
of  the  Society,  and  shall  submit  a  statement  of  his  accounts 
at  the  first  Meeting  of  each  Session. 

XIII.  The  names  of  all  applicants  for  the  Fellowship,  along 
with  those  of  their  proposers  and  seconders,  must  be  entered  on 
the  billet  calling  the  Meeting  at  which  they  are  to  be  balloted 
for.  A  majority  of  two-thirds  of  the  Fellows  present  shall  be 
required  for  the  admission  of  Candidates. 

XIV.  When  any  gentleman  is  proposed  for  the  Fellowship, 
the  proposer  or  seconder  shall  state  in  writing  the  professional 
qualifications  possessed  by  the  Candidate. 

XV.  The  Honorary  Fellows  shall  be  limited  to  forty,  of 
whom  not  more  than  twelve  shall  be  British.  The  Council 
shall  submit  annually  in  July  a  list  of  names  necessary  to 
complete  the  number  of  Honorary  Fellows. 

XVI.  No  one  shall  be  elected  a  Corresponding  Fellow  until 
he  shall  have  communicated  a  paper  to  the  Society. 

XVII.  No  one  shall  be  admitted  to  the  privileges  of  an 
Ordinary  Fellow  until  he  has  paid  the  Entrance  Fee  and 
first  Annual  Contribution. 


XVIII.  If  any  Ordinary  Fellow  delay  to  pay  the  Entrance 
Fee  beyond  three  months,  he  shall  forfeit  his  Fellowship, 
unless  he  shall  assign  a  sufficient  reason  for  his  neglect. 
Fellows  who  are  three  years  in  arrear  are  liable  to  have  their 
names  deleted  from  the  roll  of  the  Society. 

XIX.  For  Ordinary  Fellows  the  Entrance  Fee  shall  be 
One  Guinea,  with  a  Contribution  of  Five  Shillings,  payable  on 
admission,  and  thereafter  annually  at  the  first  Meeting  in 
November.  Fellows  are  allowed  to  compound  for  their  Annual 
Contributions  by  a  single  payment  of  Five  Guineas. 

XX.  Any  Corresponding  Fellow,  at  his  own  request,  may 
be  admitted  to  all  the  privileges  of  an  Ordinary  Fellow,  on 
paying  the  usual  Entrance  Fee  and  Annual  Contribution. 

XXI.  If  any  Ordinary  Fellow,  after  having  been  duly 
admitted  and  having  paid  his  Entrance  Money,  wishes  to 
resign  his  Fellowship,  he  must  duly  intimate  the  same  to 
the  Secretary ;  and  the  Society  will  consider  no  resignation 
as  having  taken  place  until  it  has  been  so  notified ;  nor  will 
they  accept  any  resignation,  nor  transfer  any  Ordinary  Fellow 
to  the  list  of  Corresponding  Fellows,  until  the  Fellow  has  dis- 
charged all  his  obligations  to  the  Society. 

XXII.  All  Motions  shall  be  decided  by  a  simple  majority  of 
votes,  except  proposals  for  altering  the  Laws,  which  shall  require 
a  concurrence  of  two-thirds  of  the  Meeting. 

XXIII.  All  Motions  shall  be  made  in  writing  at  one  Meeting, 
printed  in  the  billets,  and  considered  at  the  following  Meeting, 
except  in  cases  which  do  not  admit  of  delay.  Any  such 
urgent  Motions  cannot  be  passed  except  by  two-thirds  of  the 
Meeting  voting  in  their  favour. 


BYE-LAWS. 

I.  The  names  of  all  gentlemen  admitted  as  Fellows  of  the 
Edinburgh  Obstetrical  Society  shall  be  published  along  with 
the  Proceedings. 

II.  The  Council  shall  revise  the  Transactions  and  have  the 
power  of  determining  what  shall  appear  in  them. 

III.  Honorary  Fellows,  and  Ordinary  Fellows  not  in  arrear 
with  their  Annual  Contribution,  shall  receive  the  volume  of  the 
Transactions  when  it  is  published  after  the  close  of  the  Session. 

IV.  A  Special  Committee  for  the  Examination  of  Specimens 
may  be  appointed  at  any  meeting  of  the  Society,  said  Com- 
mittee to  consist  of  the  owner  of  the  Specimen  and  two  other 
Fellows  appointed  by  the  Society. 
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